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Dioscorides 
The Father of Materia Medica 


T IS difficult for us, today, to realize 
I the handicaps under which our ancient 

brethren labored when they set out 
to treat disease, for while a multitude of 
remedies were available to them, there was 
no general consensus as to their powers 
and limitations, the contemporary informa- 
tion being based chiefly upon folk lore 
and hearsay evidence, which varied as 
widely as its heterogeneous sources. 


The first serious attempt to present the 
subject of materia medica in a workable 
form was made in the first century A.D., 
by Pedacius (or Pedanius) Dioscorides, 
who wrote in bad Greek and arranged his 
material like a lexicon, and was so suc- 
cessful that his descriptions were followed, 
practically word by word, for sixteen 
centuries. 


Dioscorides, the Greek, was probably 
born in Anazarba, Cilicia, during the 
early part of the first century, and received 
his early, formal education in Alexandria, 
but later, becoming an army surgeon in 
the service of the Emperor Nero (about 
60 A.D.), he embarked upon the career 
of a peripatetic student, like Galen and 
Paracelsus, and traveled, not only in 
Greece, but also in Italy, Asia Minor and, 


perhaps southern France, collecting quanti- 
ties of specimens of drugs of all kinds— 
mineral, vegetable and animal—listening to 
the stories of their reputed virtues told 
by the natives, testing them personally and 
recording the testimony he heard and the 
results of his own observations. This was 
the vast mass of material upon which his 
famous treatise on materia medica, pub- 
lished about 77 A.D., was based. 


Robinson expresses the general opinion 
when he says that even the great Galen, 
who lived a century or more later, cannot 
compare with Dioscorides in his knowledge 
of materia medica. 


But even though ninety or more of the 
medicaments described by the Greek army 
surgeon are in use today, some of his 
remedies would scarcely appeal in this 
fastidious age. For instance, he recom- 
mended a “distilled water,” made from 
human excrement, for external application 
in the treatment of eye diseases, calculus, 
dropsy and epilepsy, and internally for the 
bites of mad dogs; also a plaster made 
from spiders, to be applied to the forehead 
and temples for the cure of tertian ma- 
laria. He used powdered red coral in the 
treatment of hemoptysis and suggested 
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wine of mandragora as a draught for in- 
somnia or pain and also as an anesthetic, 
of a sort, before operations of cutting or 
burning. 

The epoch-making treatise of Dioscorides 
went through many editions and transla- 
tions and was carried into Arabia when 
the sun of Greek medicine was setting. 
The most important codex is a_ninth- 
century manuscript in the National 
Library, Paris; and the best edition (in 
Latin and fully illustrated) is that of 
Mattioli, printed in Venice in 1554. 

Some may be inclined to laugh at certain 
of the vagaries of this outstanding thera- 
peutic botanist, but such laughter can come 
gracefully only from those whose works 
have brought knowledge and help to more 
than forty generations of physicians, the 
world over. 


© e+ 


It behooves ordinary mortals to make all the use 
they can of genius when, in any form, it is vouch- 
safed to them.--Sir Oliver Lodge. 


ANTIVIVISECTION QUESTIONNAIRE 


UR misguided friends, the antivivi- 

sectionists, have launched one of their 
periodic campaigns of throwing dust in 
the eyes of the public, this particular effort 
appearing to be intended to “prove” that 
most physicians disapprove of animal ex- 
perimentation. To that end they are send- 
ing out, to medical men, a questionnaire, 
in which the questions are so equivocally 
framed that, unless one is very careful, 
the answers will turn out be a case of 
“Heads, I win; tails, you lose.” 

In the letter accompanying the question- 
naire, which is characteristically inaccurate, 
exaggerated and misleading in its state- 
ments, the insinuation is made that the 
present financial difficulties of the medical 
profession are due, not to the general 
economic debacle, which is involving every- 
body, but to the alleged fact that the 
public has become disgusted with doctors 
of medicine because, in the process of 
curing the diseases and ameliorating the 
sufferings of animals as well as of men, 
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they use animals (instead of babies) for 
testing new drugs and other methods of 
treatment. 


It is a question whether it will be better 
to fill out and return this questionnaire or 
simply ignore it. The past performances 
of the National Antivivisection Society 
lead one to think that the results will be 
the same in either case, because the sponsors 
of this effort will probably throw any 
answers that do not agree with their stra- 
bismic outlook into the wastebasket, but 
for the benefit of any who have not an- 
swered and desire to do so judiciously, or 
who wish to be able to discuss the project 
intelligently when occasion arises, we are 
appending a list of the questions, with our 
answers to them. 

1.—In the interests of the great com- 
mercial serum-producing companies, to pro- 
vide material for scientific curiosity, and 
as demonstrations before students, living 
and conscious animals are put to much 
suffering, mutilation and death, in research 
laboratories. In your opinion, is this both 
justifiable and ethical? 

Ans.: This is a falsely misleading state- 
ment of the case, apparently designed to 
confuse and misrepresent the unwary. 

2.—Do you approve of methods born 
out of vivisection? Ans.: Yes. 

3.—Do you believe in and make use of 
sera? Ans.: Yes. 

4.—Do you approve of the Schick test? 
Ans.: Yes. 

5.—Would you administer serum to 
your own children? Ans.: Yes. 

6.—Do you think past results justify 
the continued use of the socalled preven- 
tive sera? Ans.: Yes. 

7.—Do you believe in the efficacy of 
antitoxin? 

Ans.: It is not a matter of belief. The 
efficacy of antitoxin has been proved. 

8.—Will you guarantee that the use of 
serum, antitoxin, or any other similar pre- 
ventive method, or cure, will have no 
harmful effects? 


Ans.: No one can guarantee anything 
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in this life except death and taxes. The 
possible extremely rare harmful effects are 
far outweighed by the benefits. 

9.—Is it not a fact that there is a wide 
difference of opinion among medical men 
as to the benefits of serum therapy? 

Ans.: All thoughtful and well-informed 
physicians are agreed that serum therapy 
is beneficial. Those who may disagree are 
negligible, in numbers and intelligence. 

10.—Do you believe in the efficacy of 
vaccination as a preventive of smallpox? 

Ans.: It has been proved. One does 
not need to believe. 


11.—Will you guarantee that vaccina- 
tion will have no harmful after effects? 

Ans.: See answer to question No. 8. 

12.—Will you guarantee*that vaccina- 
tion will prevent smallpox? 

Ans.: Yes—as fully as one can be sure 
of anything in this life, except leaving it. 


13.—In your opinion, what has been the 


chief factor in the decline of smallpox— 
vaccination or improved sanitation? 

Ans. : 
There is ample proof of this, for all whose 
minds are not hermetically sealed. 


Vaccination, beyond a doubt. 


Man cannot be immunized against his own errors 


nor against the operation of natural laws.—Rocer W. 
BABSON. 


PuLMoNnaRY COLLAPSE THERAPY 


HE death rate from tuberculosis has 

been steadily declining during the past 
generation (from 201.9 per 100,000, in 
1900, to 76, in 1929), and this has been 
due, not solely to the activities of the anti- 
tuberculosis organizations (though they 
have played an important part), but to a 
number of causes which, in the aggregate, 
have greatly diminished the two factors— 
poverty and ignorance—upon which tuber- 
culosis largely depends. 

We have come a long road in the pre- 
vention and cure of this disease in the 
past half-century, but it is the easy part 
of the road to a tuberculosis-free world, 
where we have had plenty of cooperation. 


PULMONARY COLLAPSE THERAPY 


If we are to go the rest of the way we 
must do some hard study to find new 
methods of procedure, and much very hard 
work in applying them. 

These points are emphasied by Dr. Allan 
J. Hruby in the Bulletin of the Chicago 
Municipal Tuberculosis Sanitarium for 
July to December, 1931, which issue is 
devoted entirely to the various methods 
of pulmonary collapse, in the prevention 
and treatment of tuberculosis. 


This procedure is not a new idea, though 
its practical application, on a sound basis, 
is only now being popularized. Hippocrates 
almost stumbled upon it, and so did several 
others in the sixteenth, seventeenth and 
eighteenth centuries. In 1821, James Car- 
son understood the principles so thoroughly 
that he said, “If ever this disease (tuber- 
culosis) is to be cured, it must be accom- 
plished by mechanical means, or, in other 
words, by a surgical operation.” It seems 
strange that so entirely modern an expres- 
sion of conviction should have borne little 
or no clinical fruit for more than sixty, 
and little of importance for more than a 
hundred years. In 1880, Potain reported 
the first actual case, and in 1888, Forlanini 
and John B. Murphy had a discussion over 
priority in the use of the method, which 
belonged to neither of them. 
then there been several 
waves of enthusiasm for pneumothorax 
as a practical method for treating tuber- 
culosis, von Ruck and Webb standing out 
as its strong advocates, but its increasing 
employment goes back scarcely more than 
five or ten years. 


Since have 


We now have several methods of pul- 
monary collapse, in addition to pneumo- 
thorax oleothorax, phrenicectomy and 
thoracoplasty—so that the technics can be 
adapted to the needs of individual cases. 

It now seems probable that these meth- 
ods can and will be adapted to the public 
health or preventive aspects of the dis- 
ease. We know that the “open” cases are 
the chief if not the only danger in dissem- 
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ination, and we know that collapse ther- 
apy can materially shorten the period 
during which a tuberculous patient has 
the characteristic organisms in his sputum. 
Moreover, under suitable precautions, this 
treatment, in certain forms, can be ap- 
plied to ambulant patients, permitting 
them to remain self-supporting; and more 
severe cases require a shorter period of 


hospitalization when the affected lung is 
collapsed. 


The indications, contraindications and 
technics of these procedures have now 
been fully set forth in the medical litera- 
ture, and no internist or general practi- 
tioner can be considered fully qualified 
who is not familiar, at least in a general 
way, with their possibilities and limita- 
tions, even if he does not intend to per- 
form these operations himself. 

a 


Circumstances may arise in which a patient may be 
told the whole truth, but these are relatively rare. 
—Dr. James D. Heard. 


Tue Science or Livinc 


UCH has been said and more needs 

to be said about the art of living, 
which includes the technics of all the other 
arts, but this, like all other arts, is largely 
a matter of individual temperament and 
intuition. 

There is, however, a science of living 
which, like other sciences, will produce re- 
sults, whether the man who follows the 
rules believes in it or not, provided he has 
enough patience and sincerity of purpose 
to continue the exercises for a sufficient 
time. 

In his recent book on the subject, 
Johannes Lindworsky says, “The primary 
scientific method of experimental psychol- 
ogy is retrospective self-observation.”” That 
is one half of the technic. The other half 
is prospection. 


When a scientist sets out to investigate 
a thesis, he first plans, in advance and in 
full detail, the set-up of an experiment 
which will demonstrate the validity or the 
falsity of the hypothesis under considera- 
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tion. He then performs the experiment; 
after which he surveys the results care- 
fully, to ascertain whether the procedures 
have been successful in showing something 
and, if so, what they show. If the out- 
come is unsatisfactory, he checks the whole 
process carefully to discover errors in his 
method, and then repeats.the experiment, 
with corrections or improvements in the 
technic, until he finds the answer to the 
problem he set out to solve. 


The man who will apply a method like 
this to the carrying out of the tremendous 
experiment we call life, will soon come 
to realize that it is not a chaotic and un- 
predictable mass of unrelated events, but 
that each effect (event) is the logical and 
necessary result of an antecedent cause, 
and that the causes are within his control. 


The technic of the scientific method of 
living consists of three parts: Prospec- 
tion, action and retrospection—laying out 
the plan for the experiment; performing 
it; and studying the results, to discover 
what truth they lay bare or what lesson 
they teach—and this is the way to go 
about it, presupposing, of course, that one 
has a clear idea of just what one purposes 
to accomplish in this life. Those who lack 
such a clearly-seen goal should proceed at 
once to formulate or clarify their purposes. 
That done, they may proceed to the de- 
tailed performance. 


It is necessary to plan for at least fifteen 
minutes of unhurried and undisturbed 
solitude on arising in the morning (if 
necessary, one will be well repaid for leav 
ing one’s bed that much sooner than usual), 
during which to look forward over the 
day which is beginning, and lay out, in 
detail, the activities which are to fill each 
hour—to see oneself doing the things 
which are to be done, at the time they 
should be done. 


As a crutch to help this process along 
during its early practice, it may be well 
to keep a note book in which one can jot 
down, during the day, memoranda of the 
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“unfinished business” which should be 
transacted on the morrow. These notes 
will simplify and shorten the morning's 
prospective exercise and will also serve as 
as agendum for the day. 

During the working hours, one will find 
one’s activities much facilitated and ex- 
pedited by having planned and previewed 
them. 

At the end of the day, before retiring, 
another period of at least fifteen minutes 
should be set aside for a retrospective 
review of the day just finished, going over 
its events in reverse order and studying 
each with several concrete questions in 
mind: Did I do all the things I planned 
to do and in their predetermined order? 
Did I perform each act as well and as 
rapidly as I am able? What did I gain, 
toward my ultimate goal, or what lesson 
did I learn by performing that act? If the 
first two questions are answered in the 
negative or the last answer is hazy, why? 
How can I improve my performance the 
next time these things are to be done? 
If any answers are unsatisfactory, fall 
asleep with them in mind. Perhaps an 
answer will come. 

Anyone who will practice this method 
sincerely for from three to six months 
will find a difference in his efficiency and 
power of accomplishment which will be 
obvious to himself and to others, and will 
thus demonstrate that it is possible to 
apply the principles of the 
method to the business of living. 


—_—.——+—— 


scientific 


Education is but a conscious grasping, or realizing, 
of the hidden powers locked away within oneself.— 
William Dudley Pelley. 


SELF-RELIANCE AND RESPONSIBILITY 


fen E most important difference between 
a child and a true adult is that the 


latter has developed self-reliance, initiative, 
a sense of responsibility and consideration 
for the rights and feelings of others. With- 
out these qualities a man is still a child, 
no matter how many years he has lived or 
how big and strong his body may be. 


SELF-RELIANCE AND RESPONSIBILITY 
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The eager search, in all lines of business, 
for men who can stand on their own feet and 
can carry their share of the load, still goes 
on, just as it went when Elbert Hubbard 
described conditions so graphically in his 
remarkable essay, “A Message to Garcia.” 
And the results of the search are still piti- 
fully meager, because discipline, from 
within or from without, is unpopular, al- 
though it is indispensable to success. 

There is no plan of training which is 
more effective than that of the Army in 
developing the qualities of manhood, for 
which this country is suffering. Under 
present laws there is not room enough in 
the Regular Service for more than a small 
percentage of the young men who are in 
serious need of such training, but the R. 
O. T. C. and the C. M. T. C. camps place 
many of these benefits within the reach of 
thousands of boys and young men who have 
no desire nor intention to follow a military 
career. 

Whoever urges or assists a young man 
to avail himself of the “vacation without 
cost,” plus invaluable training in the ele- 
ments of physical, emotional and mental 
health and stability, which the Govern- 
ment offers every summer, is doing the 
young man an inestimable service, for 
which he will be grateful in the years to 
come. Those who want details about these 
camps can get them from the U. S. Army 
Information Service, 39 Whitehall St., 
New York City. 

Never has sufficient money been avail- 
able to train all of the young men who 
applied for such training, and just now the 
organized pacifist propaganda, the funds 
for which come from sources which might 
shock some of the well-meaning but non- 
thinking people, is being worked overtime, 
for political and economic reasons, to cut 
down the sum set aside for these vital 
activities. 

Every man and woman who believes in 
a sound and self-governing body and mind 
and in a citizenry trained to discharge its 
duties to the Country, as well as those 





EDITORIAL DEPARTMENT 


pertaining to the lives and families of the 
individuals who compose it, should write, 
NOW, to his or her Senators and Congress- 
men, urging, in no uncertain terms, their 
support for all reasonable methods for train- 
ing young men in the _ responsibilities, 
privileges and principles of American citi- 
zenship, and, incidentally, preparing them 
to discharge, intelligently and effectively, 
the duties which would fall to their lot 
in case of a national emergency, as well as 
to do the jobs of every day in a way 
which will make their services valuable to 
any employer or to themselves. 

After we are able to manage ourselves perfectly, 


we have only compassion for failings outside.—WILL 
LEAVINGTON COMFORT. 


ames 


PHLEBOSATION 
VERY language has words which are 
untranslatable directly into another 
language, such as the French, élan. English, 
too has similar words, and others, terse, 


direct and expressive, which have, today, 
been ruled out of polite speech and serious 
writing by being vulgarized, for which 
there are no equally satisfactory and con- 
densed substitutes. 


As new things and processes are in- 
vented, it becomes necessary to invent, ac- 
cording to the rules of the philologists, 
new verbal symbols to express them, like 
larithmics and eusensual, which we dis- 
cussed, respectively, in July and September, 
1931. This is a perfectly proper thing to 
do. Thus the language grows to meet the 
needs of changing conditions. 
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Until a new word is coined to stand 
for a process, it is necessary to describe 
it every time it is mentioned, which is 
clumsy and verbose. An example of this 
is found in the rather recently popularized 
procedure of the treatment of varicose 
veins by the injection of sclerosing solu- 
tions. Up to now, there has been no shorter 
way of mentioning that operation. 

In the January, 1932, issue of the Med- 
ical Mentor, Dr. von Becelaere, of San 
Diego, comes forward to help us out of this 
difficulty by coining the word “Phlebosa- 
tion,” which we are glad to accept and rec- 
ommend, except his spelling of it, for he 
substitutes an f for the conventional ph 
at the beginning (which we are not yet 
ready to do) and advocates a general 
“fonetization” of all our medical words, 
thus; farynx, tisis, bronkitis, etc., which, 
we admit, look decidedly deformed to our 
old-fashioned eyes. 

His philologic process, however, appears 
to be sound. The root is from the Greek 
phleps (or phleb), meaning a vein; the 
second part is a contraction of osis, also 
of Greek origin, signifying a morbid or 
altered condition, as in nephrosis or ky- 
phosis; and the tail-piece, ation, comes from 
the Latin and denotes an act performed 
or operation, as in multiplication or vac- 
cination. Thus we have: “Phlebosation— 
an operation producing an altered condi- 
tion in a vein.” 

We shall be glad to hear how our read- 
ears feel about adopting this new word 
for this purpose. 


MAY 
(Imayo) 


Tree branches show a halo 
Of misty greenness; 

Under the cherry trees lie 
Soft, rosy snow flakes; 

Birds make love in the hedges. 
Come, my Beloved, 

Let our love also blossom 

As the Earth awakes. 


—G. B. L. 
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The School Physician 
By Frank L. Eversull, Ph.B., A.M., East St. Louis, Illinois 


ODERN education is based upon 
efficiency and specialization. No 
longer concerned with the prep- 
aration of the few for the learned profes- 
sions, the schools of today are pledged to 
educate all of the children of all the people. 
Selection has given way to mass training. 
The development of the faculties has given 
way to preparation for modern life. 

Science and experience have taught us 
that the first essential of life under the 
present conditions of our social and eco- 
nomic order is health. Thus, if the pro- 
gressive school is to train children to live 
the life that is demanded of them, a func- 
tional program of health preservation and 
health conservation must be made a part 
of the curriculum and must enter into the 
administrative policies. It is the purpose 
of this paper to indicate the work of the 
school physician, from the point of view 
of the schoolmaster. 

The trained school executive is not 
satisfied with the present system of med- 
ical inspection and nursing service that is 
rendered in the school. Overloaded sched- 
ules of doctors and nurses, private practice 
on the outside, as well as the lack of 
sympathy and training on the part of 
school officials, have all contributed to the 
ineficiency of the work in some centers. 
These indicate needed changes. If the 
work of the school doctor and the school 
nurse is to become functional, some of 
these defects need to be remedied at once. 
To this end the following suggestions are 
made: 


TRAINING AND TEMPERAMENT 


The school physician is a specialist. His 
greatest qualification is not that he is a 
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good practitioner. A special type of train- 
ing is required if the most efficient service 
is to be rendered in this well-developed 
branch of medical service. The doctor must 
be a keen student of the child and of his 
psychology. The child is the center of the 
school. All of the agencies of the school 
are created and maintained for him, so 
the doctor must understand and sympa- 
thize with the program of the school in its 
attempt to recreate society in each new 
generation. There must be a spirit of co- 
operation between the medical officer and 
the school authorities. There must be a 
desire on the part of both to project the 
health program into all the school activities. 


There is need for a scientific study on 
the work of the school doctor, similar to 
the study made by Dr. W. W. Charters 
on the pharmacy college curriculum. There 
is a need for a scientific determination of 
the things a school doctor is called upon 
to do, in order that medical colleges may 
train him how to function. His work in 
health conservation is pretty well estab- 
lished. In other fields his place is not so 
well defined. His services are needed in 
the formulation of the health, gymnasium 
and athletics curriculum. He should be 
concerned about school ventilation and 
sanitation. He should know psychiatry. 
He should apply the findings of the school 
psychologist and the school guidance officer 
to the solution of individual problem cases. 
He should be a master of the technics of 
the individual conference. His services 
should be in demand in connection with 
the planning of school houses and in the 
maintenance of school buildings. In gen- 
eral, the school physician should be a 


specialized school officer. 
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To do these tasks in an adequate manner, 
he must understand children, teachers, and 
the.community. The schools should not be 
used to pension the old doctors of the 
community nor to furnish a stepping stone 
for the young ones. The school doctor 
should be as highly trained in this special 
field as any specialist in any other field 
of medical service. His is a life work. His 
training and his temperament should be 
such as to fit him for such a career. 


MEDICAL SERVICES 


Primarily, a school doctor is a highly 
trained medical officer. His first responsi- 
bility to the pupil is to conserve and to 
preserve health. This work falls into many 
categories. He needs to take care of the 
immediate health problems that arise in the 
daily routine of school administration. 
These are too well known and the work 
is too well done to need much comment 
here. The child who breaks a bone, the 


child who breaks out with measles or 


chicken-pox, the child with a heavy cold, 
the feverish child, and even the one with 
pediculosis, demands his immediate atten- 
tion. This does not mean that he will pre- 


scribe. It must be thoroughly understood 
that the school doctor does not supplant 
the family physician in any instance, save 
where life depends upon immediate action. 
It does mean that the trained doctor will 
recognize conditions which are inimical to 
public welfare and will dispose of cases 
as his medical knowledge indicates. 


A larger field of usefulness comes in 
the teaching side of his medical work. We 
still have a vast majority who will never 
know and never understand the need for 
and the desirability of vaccination unless 
some authorized medical specialist explains 
them. The toxin-antitoxin administration, 
the Schick test and many of the immuniz- 
ing agents, so well known to the profes- 
sion, can never be universally used until 
the medical officers of the schools educate 
the public about them and their work. 
Again the school doctor is not called upon 
to administer the biologic products. His 
work is to create a demand for them. This 
is a preventive mission. 


The physical examination is his oppor- 
tunity for personal work with the indi- 
vidual. This should never deteriorate into 
a mere perfunctory task. A real physical 
examination demands superior skill and 
understanding. 
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School success depends upon sense per- 
ception. If the senses are dulled, then the 
perceptions must be dulled. Hence a care- 
ful and an annual check on the eyes is 
essential. The doctor should know the 
Columbia Audiometer and how to inter- 
pret the results. The use of the height- 
weight tables in nutrition cases is indi- 
cated in many instances. Rickets, heart 
and lung conditions, glandular disturbances, 
“athlete’s foot,” flat footedness, diseased 
tonsils, hernia, adenoids, dental defects, 
nervousness and a host of other abnormali- 
ties can- be corrected, if taken in time. 
Home conditions often prevent their 
timely discovery, and prevalent supersti- 
tions often hinder adequate treatment. 
Through these, the institution that sets up 
health as its primary objective is helpless 
to prevent another diseased generation 
from taking the place of the present one, 
unless a capable school physician steps into 
the picture. 


The case of John comes to mind. He 
was seven years old when he came up for 
special case-study. He had an intelligence 
quotient (I. Q.) of 121. His home condi- 
tions were excellent. Everything in the 
study indicated that John should lead his 
class. Instead, the records showed that he 
was barely able to do second-grade work. 
The report of the physical examination was 
negative. Upon special request his eyes 
were tested (the vision test was not given 
until the third grade, hence he had never 
had his eyes tested in school) and the 
special test showed blindness in the right 
eye. A specialist diagnosed the case as con- 
genital amblyopia, the needed correction 
was made and six years later John gradu- 
ated at the head of his class. 


William furnished another case-study. 
He had a step-mother. The study revealed 
no other cause for concern, but this did 
not explain his excessive nervousness. A 
complete physical examination showed 
phimosis. Under competent operative care 
the case was cleared up and he, who had 
been a “discipline case” in the school, 


became a leader for good. 


Cases of this kind could be multiplied 
indefinitely, but these two suffice to indi- 
cate the need for a careful and an adequate 
physical examination. Some schools give 
this examination on the birthday of the 
child. In other cases other times are se- 
lected. The fact remains that, if preventive 
medicine is to do its best service, it must 
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do it through a careful check of conditions 
when corrections can be made and it must 
establish habits of periodic checking in 
after-school life. 


The careful school doctor will create a 
desire for scientific care and treatment in 
those who are indisposed. Carelessness, in- 
difference, inadequate treatment, patent 
medicine treatment and unscientific family 
remedies have left their marks upon the 
health of individuals. Sequelae of the worst 
kind have resulted from these substitutes 
for adequate and scientific treatment. 
Health is a priceless heritage, and the 
school doctor is one officer who should train 
the youth to conserve it. 


CURRICULUM SERVICES 


In an institution that boasts of health 
as its primary objective, it seems reason- 
able that a scientific health officer should 
have a large responsibility in making up 
the course of study in health, physiology, 
athletics, safety, home feeding, first aid, 
child care and kindred subjects, yet this 
is rarely the case. Courses of study have 
evolved from time to time and the old is 
perpetuated at the expense of dynamic and 
functional new truths. Specialized service 
should take care of the physical needs of 
growing youth at all periods of develop- 
ment. Play, recreation, rest, eating habits, 
personal hygiene, dress and the like should 
be planned by a well-trained physician 
who is conversant with the needs and the 
facilities of the schools. Our present pro- 
grams can never achieve the objective 
society has set up until the curriculums are 
refined by those who are trained to know 
and understand the needs of growing child- 
ren. At present the medical profession is 
better equipped to refine our courses of 
study in health subjects than any other 
profession. 


There is a great cry going up about 
school athletics. Studies have been made 
to show the bad effects of over-training 
upon the physical organism, but nothing 
can be done to correct a present and 
growing evil until the school doctor dis- 
covers and corrects the existing conditions, 
which are bad. He should examine with 
greatest care all participants. Periodic re- 
examinations, a tapering-off program and 
constant supervision of the training of 
athletes should be the doctor’s concern. 

Little doubt exists about the efficiency 
of the schools in teaching the effects of 
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alcohol, but the growing problem of nar- 
cotics is with us. Training in this field 
should be so given as to obviate a disaster 
like that which has followed. the passing 
of the Eighteenth Amendment. 


In addition to the training in the evil 
effects of alcohol, narcotics and tobacco, 
there is need for some real education 
about the social diseases. The home, the 
church and the school have evaded the 
issue all these years. The fact remains 
that the evil is with us and that the pre- 
sent attitude towards it is not wholesome. 
Changing social conditions have made us 
an urban people, and the harvest of urban 
life is being reaped. Old social controls 
are lost in this new civilization. Unless 
medical science makes available its fund 
of knowledge on the now-forbidden 
topics, coming generations will have a sad 
tale to tell. The doctor must write our 
new health curriculum. 


Foops, FADS AND FASHIONS 


One of our most perplexing problems 
is that of child feeding. Emerson, Tyler, 
Baldwin, Godin, Holt, Kerr and many 
others have discussed this problem scien- 
tifically and adequately, but their find- 
ings remain in dusty tomes or are peddled 
out in syndicated newspaper articles, to be 
misunderstood or misapplied. Child feed- 
ing is a vital problem in the school. The 
question involves training of parents, creat- 
ing food habits, establishing values, de- 
veloping purposeful eating activities, ex- 
ercise, elimination, calories, vitamins and 
the like. In addition to these, there are the 
adolescent vagaries in taste, school feeding, 
the school lunch, rest periods, washing 
facilities and other questions. 


In the high schools, the question of 
dieting has already started. The fight 
against diet systems that are harmful, tak- 
ing of drugs, starving to produce a figure 
that has the approbation of Paris, smoking 
to reduce appetites and the intaking of in- 
jurious foods is a losing struggle with the 
present personnel. The school physician is 
needed to do the constructive job that is 
awaiting. Until girls can be convinced that 
health, and not foreign designers, should 
dictate eating habits, a crop of under-nou- 
rished, blighted adolescents may be ex- 
pected from the schools that claim to teach 
health. 


The issue is further clouded by the 
necessity of buying school lunches that are 
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not always prepared with health in mind. 
The sale of candy, soda-water, pickles, 
chili, ice cream suckers and other commer- 
cial items, made to satisfy the craving of 
youth for highly seasoned, hot or cold 
foods, is a menace to the health of some. 
Again there are instances of community 
organizations entering the field of child 
feeding in days of economic depression, 
where unscientific feeding clutters up the 
matter much more than it helps. Since 
these things are unsupervised by persons 
who are scientists, the dangers are magni- 
fied rather than diminished. Here, again, 
is a place where the school doctor is 
needed to overcome the forces of fads in 
diet, dress and taste, in order to build up 
a substantial citizenry. 


SCHOOL BUILDING SERVICE 


The one-room country school presented 
relatively few problems in health mea- 
sures, because of its very nature. The 
pupils were few in number; the water 
supply was all that could be had; the 
toilets were primitive; the heating was 
done by a stove; and the ventilation de- 
pended upon the sensitiveness of the 


teacher. But our urban life has produced 


many changes. Running water, knowl- 
edge of heating, lighting, ventilation, sani- 
tation and building have made _ school 
planning an art that calls for careful 
hygienic and health practices, if the school 
is to house a thousand pupils or more 
safely. 

Here is the school doctor’s opportunity 
to function. The location of special rooms 
has its health aspects, as well as its educa- 
tional and building aspects. A careful 
study needs to be made of the location of 
the school cafeteria. Should it be in the 
basement, where the fumes of onions and 
steaks can percolate up through the build- 
ing, or should it be located on the top 
floor, where there is light, air and venti- 
lation? 

There is need for some practical and 
scientific advice about the emergency 
room, rooms for rest, ultraviolet ray rooms, 
examination rooms, rooms for handicapped 
pupils and other specialized rooms that are 
used to care for special cases. The loca- 
tion and ventilation of toilet rooms. need 
consideration. The fixtures best adapted to 
the pupils to be housed in the school is as 
much a medical as an architectural problem. 
Play grounds, play-ground apparatus and 
play facilities within the school should re- 
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ceive the approbation of the medical officer 
of the school. The use of vita glass, the 
floor covering, the seating facilities and the 
cleaning of schoolhouses are all concerned 
with health preservation and health con- 
servation. The final judgments should be 
made in the light of recommendations by 
the school doctor, who has been trained in 
these features of the modern building. These 
items eventually reflect in the health of the 
child. Heat, light, ventilation, sanitation, 
recreation and rest are intimately tied up 
with the school’s health work. Posture in 
connection with school seating and the 
pupil's health is vital, so the school’s health 
officer should be consulted and concerned 
about these things. 


CoMMUNITY RELATIONS 


The growing need for an accredited 
school official to appear in public gatherings 
and explain the work and the program of 
the school is felt by all administrators. The 
Parent-Teacher Movement has made this 
need greater than it has ever been before. 
Here is the place for the school physician 
to make his community contacts. Parents 
are coming to the school and seeking help 
in the ever-enlarging problem of child 
rearing. Much of this problem centers in 
health. No person is so well fitted and so 
well trained to meet this demand as is the 
school physician. Here is his supreme 
opportunity to explain the health needs of 
growing children. Food habits, rest needs, 
proper feeding, vaccination, special tests, 
clothing, adolescence, hygiene and similar 
topics need frank and scientific discussion, 
in our modern age. The school doctor 
should lead these discussions. 


In addition to his public appearances, he 
needs to make contacts with the homes that 
are furnishing the underprivileged children. 
He needs to make personal visits where 
such are indicated in his work of preven- 
tion, restoration and adjustment. He does 
not go as the family physician, but as the 
school advisor who can make suggestions 
for the betterment of the child’s school 
work and his school relations. It must be 
remembered that the school doctor cannot 
take the place of the family physician. He 
must remain a school officer His work must 
concern the welfare of the child in its 
school progress. This means the pupil's 
citizenship progress, his economic progress, 
his moral progress as well as his physical 
progress. It is a schoolmaster’s axiom that 
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all of these things are dependent upon phy- 
sical welfare. 


Again it must be understood that some, 
if not many, of these community relations 
will be made by the school nurse. This 
article presupposes that the school doctor 
will be provided with adequate help in 
carrying out so detailed a program. No 
school health program can be carried out so 
completely that omits the services of a 
nurse. In this connection it should be said 
that both doctor and nurse should work 
together and not on alternate days or 
periods. No follow-up work can be done 
successfully where directions are given on 
slips of paper only. Records are needed. 
A careful system of cumulative records 
should be devised and kept. No guidance 
program can be effective without the re- 
cords of the school doctor. 


MENTAL HEALTH 


Our changing civilization is having its 
effects on the mental health of the people. 
Statistics can be summoned that will verify 
this or will indicate a better diagnosis on 
the part of the doctor. In either case, the 


school doctor must care for the mental 
health of the school population. The science 
of psychiatry is at the foundation of the 
best social service work, and the greatest 
social service institution in America is the 
school. Hence, the available technic of this 
branch of medicine should be brought into 
the schools, to protect from and relieve the 
mental disorders of youth. 

There is need to isolate the dementia 
praecox case in its incipiency and to hasten 
remedial treatment. There are many re- 
cords of cures of juvenile manic-depressive 
cases. St. Vitus dance, hysteria, phobias, 
morbidity, complexes, mechanisms and the 
like are found in childhood. When cared 
for properly, the prognosis is often good; 
when neglected, society often has-a bill to 
pay in terms of taxes, incarceration and 
tears. 

The school doctor and his staff are 
needed to care for the problems of adoles- 
cents, which are frequently at the root of 
school failure, “discipline cases,” and men- 
tal instability. At present there is no one 
save the doctor or the nurse who can pre- 
pare a boy for the period of the ripening 
powers of sex or the girl for the menstrual 
life. Hysteria, morbidity, recklessness, com- 
plexes of one kind or another come at this 
time and the mental life is diseased. The 


SCHOOL PHYSICIAN 34] 


school doctor must conserve the mental 
health of a race, born to live in the out of 
doors, that is now crowded into the city 
apartments, schools and the streets. 


SPECIAL CLASSES FOR THE 
UNDERPRIVILEGED 


In the larger school systems there is need 
for special classes for the underprivileged 
pupils—sight conservation classes, hard of 
hearing classes, crippled children classes, 
delinquency case classes, hospital classes, 
classes for the undernourished, classes for 
tuberculous suspects, classes for the men- 
tally sub-normal, such are found in 
many of our schools. Here is a real need 
for the best scientific knowledge that is 
available. It is not only a problem of edu- 
cation, but also one of health, of restora- 
tion, of remedial measures, of diagnosis, of 
adequate medical care, of institutionaliza- 
tion. No layman can do this piece of work; 
no child should be denied its privileges. It 
is the most sacred trust and the most com- 
pelling challenge. Society is organized to 
help these. Unless scientific advice can be 
given, it will be a case of the blind leading 
the blind. Medicine has progressed to the 
place where almost every child that is born 
is saved. It is no longer a case of the 
survival of the fittest; but some of these 
are not fitted to survive in the regular in- 
stitutions of society. They are here, they 
are our children, they must not be deprived 
of any ameliorating means of making them 
socially, economically, mentally, physically 
and morally fit to survive in our midst. So 
the school physician must become the 
most trusted officer of society, to see that 
physical conditions, hygienic conditions and 
educational conditions are made right for 
them to do their best. 


His community relations will bring into 
action the potential strength of service 
clubs, of the Shriners’ Hospital and simi- 
lar institutions, of state aid and of indivi- 
dual bequests for the promotion of the 
health and happiness of these underprivi- 
leged ones. 


RESTORATION 


The crux of the whole program is main- 
taining physical and mental health in the 
well individual and restoration of the di- 
seased individual. Whether it be upon the 
child’s return from an attack of illness, 
when the school doctor will examine him 
as to his fitness to return and then recom- 
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mend to the school authorities what he can 
do to assume his place in his class, or 
whether it be the worst case of mal-ad- 
justment, or whether it be with the multi- 
tude of normal well children, it matters 
not. The school health authorities will keep 
their eye single to the child’s welfare. 
Society demands healthy men and women. 
The pressure of modern living demands the 
same thing. The school must hearken to 
these demands and center its interests on 
this larger aspect of education, for what 
shall it profit a man if he know all Latin, 
Greek, mathematics, history and the like, 
and is unable to stand the pace of modern 
life? And what schoolmaster can direct 
the health program of the school in scien- 
tific channels? 

The larger aspects of this program con- 
nect it intimately with the whole work of 
the school. No mere practitioner is capable 
of doing an adequate job. The needs of the 
day are for specially trained men, who will 
make the work of school physician a life 
work. So important is the work that super- 
intendents of schools do well to consider 
making the head school doctor an assistant 
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superintendent, in charge of health. His 
larger vision, trained mind and scientific 
knowledge should be called upon as fre- 
quently as the school architect, the school 
curriculum director, the school financial 
agent or the school purchasing agent. An 
adequate staff should be placed in the 
schools. Again the attention of the officials 
should be directed to the growing needs 
for health teaching and health supervision 
in the high schools, where the complex 
adolescent problems make such work a 
necessity. Compensation should be sufh- 
cient, so as to prevent the need for outside 
practice to safeguard life and position. 


Such is the program for the school doctor 
as a schoolmaster sees it. In the growing 
volume of scientific knowledge and the 
need for technically trained men, as well 
as the selection of health as the primary 
objective of secondary and elementary edu- 
cation, the school man 1s in need of trained 
help. The doctor 1s the authorized agent of 
society to safeguard the health of civiliza- 
tion. To whom else can the schoolmaster 
turn than to the school physician? 


The Nose and Sinuses 


A New Plan of Treatment 
By Sydney Talbot, M.D., San Francisco, Calif. 


Formerly Captain, Medical Corps, Royal Canadian Army 


ADICAL surgery of the nose is 
being displaced by more simple and 
reconstructive measures. Every prac- 

titioner of experience has been made aware 
of the aftermath of such procedures. In 
fact, many physicians have been apprised 
of the fact that many patients have much 
regretted the ordeal. The fear of nasal 
and sinus surgery is, to many, terrifying 
and any way out would be most welcome. 
In my opinion, most nasal operations, such 
as submucous resections, and turbinec- 
tomies, are wholly unwarranted and un- 
necessary. 


It is now, or should be, general knowl- 
edge that the nose and sinuses are very 
important factors in the life and health 
of the individual and that any departure 
from the normal inhalation and exhala- 
tion of air, through the nose with an im- 
poverished mucous membrane and inade- 
quate drainage of the sinuses, greatly pre- 


disposes to a large number of diseases. 
The ethmoids alone are highly important. 
If one wishes to treat satisfactorily condi- 
tions such as chronic arthritis, gastric and 
intestinal ulcers and other general condi- 
tions, these must receive specific attention. 


Scores of patients are now treading life's 
pathway lacking some of their anatomic 
structures. The tonsils that have been 
snared; the teeth that have been extracted; 
the gall-bladders that have been so care- 
fully lifted out of their beds, disconnected 
and placed on file; the appendixes that 
have been removed, might have been 
spared to their owners if the ethmoids and 
the adjoining sinuses and nasal structures 
had been properly considered and thor- 
oughly treated. The sinuses have a story, 
and until that story is well known and a 
sincere appreciation of their importance in 
primary infections is gained, the patient 
is not receiving the best in therapeutics. 
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These structures can be held responsible 
for much disease, either by direct infec- 
tion, focal infection or by toxic absorption. 


Disease, in the sense I speak of, should 
be almost unnecessary. By applying three 
concepts of treatment — proper aeration, 
normal circulation and free drainage—to- 
gether with a diet of an alkaline formula, 
the reconstructive efforts of nature will 
soon show the effect of restoring the body 
to the normal. 


I make no claim that the methods I am 
about to describe are one hundred percent 
perfect, but the end-results are so satisfy- 
ing, in so large a number of cases, that 
there should be no interference by radical 
surgery without first resorting to the pro- 
cedures I shall suggest. These patients want 
to breathe normally through their noses and 
they want adequate drainage; by these 
methods they may attain them. 

A submucous resection or a turbinectomy 
removes the obstruction and enlarges the 
nasal passages by making a hole, but such 
is not the best thing to be desired. The 
nose normally is not a straight tunnel, 
which would allow too rapid a passage of 
air to the throat and lungs. The irregularity 
of the structures is natures’s wise plan for 
straining, filtering and warming the current 
of air on its downward passage. 


In radical procedures, the full signifi- 
cance of restoration and maintainance of 
the normal anatomic relationships and phy- 
siologic functions of the nose cannot be 
taken into account. To normalize, to 
aerate, to drain in the most natural man- 
ner, whatever the obstruction or subsequent 
abnormality may be, is the aim of this new 
technic, based upon reconstructive meas- 
ures. Much of the nasal pathology is 
amenable to manual correction, but gross 
septum abnormalities, in the nature of de- 
viations with hypertrophic changes, ridge- 
like deformities, spurs and similar anoma- 
lies, are not. 


To the end that maximum mechanical 
correction of the septum may be obtained, 
with a minimum of surgical interference, 
this new procedure is suggested to assure 
a normality of anatomic and physiologic 
relationships. I am of the firm opinion that 
the surgical and nonsurgical technic now 
devised will supplant any necessity for the 
more radical submucous resection, with its 
not-infrequent unfavorable sequelae — 
hemorrhage, perforations large or small and 
scar tissue. 


NOSE AND SINUSES 


TECHNIC 


The technic may be classified in four 
steps: 

1.—Mechanical or finger surgery. 

2.—Modified surgery or nasal curettage. 

3.—Electrotherapy (diathermy and gal- 
vanism). 

4.—Chemical therapy. 


Preparation of the patient is somewhat 
routine. The night preceding the opera- 
tion, the patient is instructed to irrigate 
the nose with a mild alkaline douche. A 
light cathartic may be given at bed time. 
A small, early breakfast is advised. One 
hour before operation, a capsule (1% 
grains) of Nembutal is given, and another 
one a few minutes prior to the commence- 
ment of anesthesia. This assures a relaxed, 
quiet condition of the patient and adds a 
measure of protection against any idiosyn- 
crasy to the anesthetic used. 


When ready for operation, both nostrils 
are well sprayed with Butyn and ephedrine 
solution, 1 percent, soon followed by a 
spray of Metaphedrin. I then swab the 
passages with my 20-percent Butyn com- 
pound*, which always gives uniform and 
very satisfactory results. 

In a few minutes I test the nasal pass- 
ages and, if no sensitive area exists, the 
patient is told to lie down on an ordinary 
treatment table, preparatory to digital 
surgery. The choice of operating with or 
without gloves is optional. The nasal pass- 
age offering the least obstruction is the 
one first operated upon, the instruments 
for this procedure being the little fingers 
of the right and left hands. 

First Step: Enter the nares with the 
dorsal surface of the little finger towards 
the septum, and gradually and slowly force 
it downward and backward with a rotary 
movement, following the line of the in- 
ferior turbinates to the posterior nares. 
After sweeping around the posterior tips, 
the finger is withdrawn along the line of 
the middle turbinate, crushing thoroughly 
any offending enlargement of that struc- 
ture. The same technic is now carried out 
on the side offering maximum obstruction. 
It may be impossible to guide the finger 
between the peak of the septal ridge (de- 
formity) and the lateral wall of the nose; 
however, carry out this procedure as far 


*l Butyn 


ancensiaiies 1.60 
Ephedrine Sulph. 
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as possible, again crushing thoroughly any 
hypertrophies of the inferior and middle 
turbinates, exerting as much corrective 
pressure on the septal deformity as can be 
safely applied. 

Following step number one, place the 
patient in the operating chair, swab both 
nostrils and examine them carefully for 
any septal irregularity. This, at the max- 
imum point of deformity, may show a spur- 
like formation or buckling, with some gen- 
eral hypertrophy. 

Using a specially-devised spoke-shave, 
instrument, pass it down and back to the 
end of the projecting septal ridge, with 
the convex side of the instrument toward 
the septum, and, with steady but firm 
pressure, draw it forward against the septal 
wall. In this manner, continue to shave 
off the offending protrusion, carrying the 
curettage deep enough to correct the de- 
formity and thin the cartilage, avoiding, 
however, going so deep as to break through 
or injure the mucous membrane on the 
opposite side. In some cases it is advisable 
to pack the opposite nostril with sterile 
gauze or cotton to offer counter-pressure. 
Swab and dry the’parts and insert a long- 
bladed speculum, forcibly breaking and 
straightening the cartilage to assure align- 
ment of the septal structure. This finished, 
the parts are now dried and swabbed with 
Metaphen in oil, and splints, made of 
thick felt wrapped with gutta percha, are 
placed as far back as the posterior nares 
on both sides. 

The patient is now allowed to go home, 
with simple instructions as to general care, 
ice packs, rest, etc. A dose or two of 
Nembutal, 1/2 grains, may be prescribed 
if necessary. Upon the return of the pa- 
tient the following morning, the splints are 
removed. Some slight bleeding may follow, 
but hemorrhage of any severity is quite 
rare (almost nil, in fact), as this operation 
usually is practically bloodless. 

In a few cases, the use at this time of 
about a quart of warm saline solution 
through a nasal siphon is beneficial. This 
thoroughly cleanses the nasal and _post- 
nasal tracts. The usual procedure, however, 
is to spray the nose with Butyn and ephe- 
drine, 1 percent, and, in a few minutes, 
with eosin dye, 1:500, followed by a deep, 
short exposure to the ultraviolet rays. This 
after-treatment is continued for four or 
five days. 

In the third stage of treatment, positive 
galvanism is the agent used. 
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I use double copper electrodes, especially 
adapted in three sizes. The suitable-sized 
electrode is inserted through the nares as 
far back as the posterior tips of the inferior 
turbinates, coaptating as close as possible 
the parts operated upon. A bifurcated cord 
connects the electrode with the positive 
pole. For the negative pole, an ordinary 
autocondensation handle, wrapped with a 
towel previously soaked in salt soluticn, 
is held by the hands of the patient. A 
current of from 5 to 10 milliamperes is 
used for about 5 to 10 minutes. The posi- 
tive pole not only, by its deposit of a 
copper salt, sterilizes the field, but, by its 
constricting and contracting action, soon 
reduces the swollen tissues. This is always 
followed by copious and free drainage. A 
little longer exposure to the ultraviolet 
rays, intranasally, concludes the treatment, 
two or three of which usually suffice. 

The patient is now ready for the last 
step, which is a combination of the first. 
Spray with Butyn and ephedrine 1 percent, 
as before, and again apply the technic of 
finger surgery, this time using the first 
finger of each hand. The patient may be 
either seated or lying on a table. I prefer 
the latter. Through the open mouth of the 
patient, pass the finger to the posterior wall 
of the pharynx, then up into the fossa of 
Rosenmiller and thoroughly treat the pos- 
terior nares, sweeping over to the open- 
ings of the eustachian tubes, breaking 
down all existing adhesions and inflamma- 
tory deposits. Hemorrhage following this 
treatment gives no concern. 

Seating the patient in a chair, the nose 
is now packed with small strips of cotton 
saturated with some healing, depleting 
antiseptic solution. The one I have found 
most satisfying is icthyol in glycerin, 5 to 
10 percent. The patient is now seated 
about three feet in front of a 1,500-watt 
lamp for about 10 to 15 minutes. This 
procedure has a marked effect on the nose 
and sinuses: drainage at this time is 
abundant. 

After the packings are removed, spray 
thoroughly the entire cavity of the nares 
and pharyngeal fossae with a 1:2,500 
Metaphen solution. This treatment is re- 
peated in about four days and continued 
until the nasal tissues and _ structures 
present a normal, healthy appearance. 


POLYPI 


The distressing growths known as nasal 
polyps are of a foreign nature and must 
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be removed. There are two satisfactory 
methods: One the well-known procedure 
of the use of the snare or scissors; th 
other electrocoagulation. This latter is 
easily applied and with little or no dis- 
comfort. 

Set the diathermy machine to deliver a 
current of low voltage and high amperage 
with a spark of one-eighth inch or less. 
Apply the indifferent electrode to any 
convenient place, or have the patient hold 
an autocondensation handle. I prefer 
“pointed diathermy” whenever possible, so 
I use a nasal speculum. For the active 
pole, an aluminum or steel needle will 
suffice, insulating it to about one-quarter 
inch from the point. The use of the foot 
switch is essential at all times when using 
surgical diathermy. Insert the needle par- 
allel to the membrane and as close to the 
base of the polyp as possible; then use the 
flash system. The growth will whiten 
around the needle. Do not overheat and 
cause pain. Withdraw the needle and, 
the base is large enough, insert it again 
and repeat the process. Treat all polypi 


that are visible and instruct the patient 
to return in about one week. Treat further 
growths until all are removed. 

This type of tissue is not sensitive and 
this method, if carefully used, by avoiding 
overheating or not using too-long appli- 


cations of the current, requires no local 
anesthesia. In some cases, after the base 
of polyp is coagulated, it can be clipped 
or excised and continued coagulation car- 
ried further up at the same sitting. If 
necessary, should hemorrhage occur at any 
time with either method, the use of the 
Oudin or Tesla spark will arrest it. 


THE SINUSES 


After the correction of any nasal ob- 
struction has been made, according to the 
technic described, I rely chiefly on dia- 
thermy, metaphenizing, intravenous treat- 
ment and the intranasal and intrapharyng- 
eal eosin-ultraviolet treatment, with gen- 
eral body irradiations also. I have found 
that non-surgical drainage of the gall- 
bladder, is helpful, in conjunction with the 
local treatment, in hastening the cure of 
these chronic sinus sufferers. To my mind, 


NOSE AND SINUSES 


chronic sinusitis always has as an accom- 
paniment a poorly-functioning gall-bladder, 
and often chronic proctitis 

In the treatment of any chronic sinus 
infection, the nasal cavities are thoroughly 
sprayed with Butyn and ephedrine, 1 per- 
cent, and the posterior nares and fossae 
of Rosenmiller are again thoroughly 
treated with the first finger of each hand. 
Metaphedrin is then well sprayed into the 
nasal cavities. This is followed by dia- 
thermy intranasally, using the indifferent 
electrode over the frontal sinus or antrum, 
to make the treatment as pointed as pos- 
sible, for about 20 minutes, during which 
time intravenous medication is given, 
sometimes using Metaphen, 10 cc., and 
sometimes guaiacol and sodium iodide, 20 
cc., according to the indications. 

After the removal of the intranasal elec- 
trodes, I again spray the nasal cavities with 
Butyn and ephedrine, 1 percent, followed 
by a very thorough and careful spraying 
of all the internal nasal structures, both 
anterior and posterior, with Metaphen, 
1:5,000. Sometimes the patient will ex- 
perience very copious drainage within a 
few hours. 

Sinus cases present one important source 
of primary info ction affecting the entire 
body: therefore, the body as a whole must 
receive considerate attention. 

If one will follow this technic carefully 
and thoroughly, not only will one see 
gratifying results in the treatment of the 
diseases mentioned, but many pathologic 
conditions of the eye and ear, chronic 
tonsillitis and laryngeal disturbances will 
respond; also many refractive errors of the 
eyes can be corrected. In fact, look to the 
ethmoids, the sphenoid and the posterior 
nasal and accessory structures in all 
chronic disorders, which, I am sure, are 
often the basis for these disturbances 

In closing, I firmly believe that less 
radical and more natural methods in the 
treatment of nasal obstructions and dis- 
eased sinuses will receive a generous re- 
sponse among intelligent and progressive 
physicians and happy appreciation from 
their patients. 


516 Sutter St. 
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Dietetic Treatment of Autointoxication 
By Esther B. Hardisty, B.A., C.P.H., New York City 


ODERN medical research and clin- 
ical experiences have shown that 
the most important element in the 

treatment of autointoxication, at what- 
ever age it may be found to occur, is diet- 
etic regulation. The term autointoxication 
is used in this paper as signifying intes- 
tinal toxemia. 

Metchnikoff, one of the greatest mo- 
dern exponents of the use of milk as a 
part of the daily diet, pointed to the peo- 
ples of the Balkan states as being long- 
lived because of the ingestion of quanti- 
ties of soured milk—“yahourt'.” The 
merit of this milk is that it contains lactic 
acid and enormous numbers of acid-pro- 
ducing bacteria, which decrease or pre- 
vent putrefaction in the intestines. 


Intestinal putrefaction, which is caused 
by certain socalled putrefactive organ- 
isms, is a process which is of common 
occurrence in man, especially on an ordi- 
nary mixed diet. This process is, in itself, 
harmful, on account of the injurious ni- 
trogenous bacterial products that are con- 
stantly formed and absorbed from the 
intestine, this harmful influence being 
what is commonly called autointoxication.* 

The fad of colonic irrigations began on this 
continent after it had died out in Europe. 
In fact, it reached the stage, in the winter 
of 1927-28, in New York City, that hosts 
and hostesses “announced to their guests 
that they should eat and drink all and 
whatever they desired, because at 11 
o'clock colonic irrigators, one for men 
and one for women, would be ready to 
wash out those who desired it.” Bassler, 
from whom the above quotation is taken, 
says: “In my thirty years of work on this 
subject I have not employed a colonic 
irrigation as a means of treatment of an 
intestinal toxemia, not even to give tem- 
porary relief, and in this time I have seen 
hundreds of people who have been so 
treated without benefit, and many made 
distinctly worse by them.”* 

Medication is the next means that 
comes to mind in the treatment of this 
condition. This consists of purgatives, 
cathartics and laxatives. Elbert Hubbard's 
pertinent saying: “In the race of life, the 
man with educated bowels will eclipse 


the man with an educated brain; and 
drugs and chemicals that work while you 
sleep are a little later going to prevent 
your working when awake,” pretty well 
covers this phase of the treatment of 
intestinal toxemia. 


Stewart. says:* “The most common dis- 
order with which the physician is called 
upon to deal is intestinal stasis, and is one 
which can in the majority of cases be 
avoided and relieved by a properly se- 
lected dietary . . Unfortunately, al- 
though a means of temporary relief, the 
use of medicinal laxatives, mineral waters, 
etc., is a fruitful source in encouraging 
the further development of the very con- 
dition for which the patient sought relief, 
and is no doubt responsible for many 
cases of colitis.” 


CHANGING THE BACTERIAL FLORA 


From the earliest day of bacteriology, 
investigators have been interested in the 
germ content of the intestinal tract and, 
recently, the possibility of modifying it by 
a change of diet. Summarizing the reports 
of these research workers, one finds that 
when an infant is born its intestinal tract 
is sterile, but almost immediately after 
birth bacteria are present. “If the child is 
breast-fed, its early heterogeneous flora 
soon settles down to one that is predo- 
minated by an anaerobic relative of L. 
acidophilus, now called Bacteriodes bifi- 
dus. In bottle-fed infants, the characteris- 
tic organism is B. acidophilus. As soon as 
children become accustomed to a mixed 
diet, their intestinal flora comes to resem- 
ble more and more that of adults.” 


Kopeloff, in speaking of the intestinal 
flora of the breast-fed infant, says: “Lac- 
tose is a prime constituent of the perfect 
food, milk. The normal nursling thrives 
on it and the healthy baby’s intestinal 
flora is the envy of an ever-increasing 
proportion of the adult population. Lac- 
tose is as much a food for beneficial 
microbes as for man. In the intestinal flora 
of the breast-fed baby, Bacillus bifidus 
predominates.” 

We now come to the question of cor- 
rect dietary regulations as a solution of 
the question. By a correct diet I mean 
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one that insures a predominant number 
of fermentative (acidophile) bacteria, 
which, by their presence in sufficient 
numbers, keep the contents of thie colon 
from putrefying while waiting to be ex- 
pelled from the body. The two most 
important types of protective bacilli are 
the Bacillus bifidus, existent in the intes- 
tine of infants, and the Bacillus acido- 
hilus, which is found in the intestine of 
ealthy adults. 


Measures which will insure the pre- 
sence of these two types of bacilli in the 
colon are, therefore, of the utmost im- 
portance in the selection of a daily diet. 
Correct diet is the controlling factor in 
the determination of the stools, since the 
residues left in the colon are the culture 
media for bacterial flora. Proteins, fats 
and carbohydrates make up the consti- 
tuents of the diet of man. The chemical 
processes that take place in decomposition 
of the chyme consist of fermentation of 
carbohydrates, putrefaction of proteins 
and the conversion of fats into fatty acids. 
Conditions which favor a delay in the 


passage of the contents of the bowel help 
to produce putrefactive toxemia or auto- 
intoxication. 


Bacteriologists have long recognized 
that the constant struggle for supremacy 
which goes on between fermentative and 
putrefactive bacteria must be won by the 
former in order to insure good health. 


A preponderance of B. acidophilus is of 
the utmost importance in the transforma- 
tion of the intestinal flora to a favorable 
condition, and every effort should be di- 
rected to insuring the growth and multi- 
plication of this helpful organism. This 
can be done in two ways: first, by the 
ingestion of suitably large doses of viable 
B. acidophilus; and, second, by giving in 
the diet a substance which will act as a 
food to the acidophilus bacilli present in 
the adult intestinal tract. Scientific re- 
search has reported that lactose (sugar of 
milk) meets the latter requirement, since 
it is a food for both man and the Bacillus 
acidophilus, * ™ ® ® 10, 


AUTOINTOXICATION IN INFANTS 


Potter, in speaking of intestinal distur- 
bances in infants, says: “Milk sugar is 
absorbed more slowly than the other 
sugars, but all, in large amounts, have a 
tendency to loosen the bowels, milk sugar 
to a less degree than malt sugar . . . In 
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the treatment of intestinal disturbances, 
due to abnormal decomposition of the 
proteins, milk sugar should be employed, 
because, being more slowly broken down 
and absorbed, it exerts a more prolonged 
action.””24 

When any considerable degree of desic- 
cation has occurred, characteristic symp- 
toms become manifest which are directly 
attributable to the concentration of the 
blood (anhydremia). One of the common 
causes of anhydremia is severe diarrhea, 
especially the type often designated by 
the term “cholera infantum” in which the 
stools are frequent, copious and watery. 

“One of the first indications of an- 
hydremia is a loss of body weight, which 
is often extreme and rapid. A small infant 
may lose a half pound or a pound in a 
single day, the loss being chiefly water.”’?? 

McCord’, gives the following interest- 
ing findings: “Most physicians, who do 
much infant feeding, know that it is not 
so much during the acute, but in the 
convalescent stage of colitis that a doctor 
needs all his skill in feeding. Many infants 
need very little feeding during the fever 
stage when the bowel is very toxic and 
the stools are largely composed of mucus, 
blood and sometimes pus. The time when 
a physician needs to know infant feeding 
is during convalescence, the period of the 
disease when so many die from inanition 
and dehydration. We also know that we 
have our greatest number of colitis cases 
between the ages of 15 and 25 months, 
when babies are allowed the liberty to 
eat as adult members of the family.” 

C. B. H., age 17 months, was placed 
in my care after the family physician had 
treated the child through the acute stage 
of colitis. The fever was gone and the 
child had an appetite, but the mucous 
stools were just as frequent as ever and 
the abdomen was distended. The mother 
stated that she had given the child steri- 
lized skimmed milk, but it did not seem 
to digest it. She had given also fresh 
butter-milk, which only tended to increase 
the distension. 

Along with other appropriate foods, I 
put the baby on full strength dried milk*, 
12 percent. The baby liked the milk and 
took it very readily. Within three days 
the stools had their normal smoothness 
in contrast to the condition two weeks 
earlier when the stools were frequent 


*Dryco. 
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and largely mucus. Nothing in the 
way of astringent drugs was used in the 
treatment of this child. Proper feeding 
met the emergency in this case. 


AUTOINTOXICATION 


Edwin Boros'* reports several cases of 
constipation and autointoxication: “Many 
of these persons are more or less resigned 
to their plight, and accordingly, for want 
of something better, have had to be satis- 
fied with the customary measures when 
seeking relief. There is no better testi- 
mony regarding the difficulties which 
beset these individuals than the com- 
plaints of the patients themselves, with 
their similar expressions or having used, 
without any particular success, the multi- 
farious methods and remedies, only to 
dim their hopes, as time wore on, to the 
realization of their disappointments 
The use of lactose, in uncomplicated cases 
of constipation, has offered in this difficult 
field a radiant picture of satisfacton and 
enthusiasm, where previously there was to 
be found sheer disappointment.” 


IN ADULTS 


Case REPORTS 


Cause 1:—Mrs. P. G. aged 68, a housewife, 
complained of a conctipation of over twenty 
years’ duration. Enemas and cathartics of vari- 
cus potency had been alternated, in an endeavor 
to control constipation. The shifting from one 
remedy to another had been found necessary, 
because of the inefficiency of any one particu- 
lar remedy after moderate use. The lactose treat- 
ment was ventured, with a resultant daily 
bowel pascage. 

Case 2.—Mrs. M. B., aged 28, a housewife, 
had been constipated for over eight years, re- 
quiring the use of laxatives on an average of 
four times weekly. Subsequent to childbirth, this 
condition became aggravated, that daily 
recourse to mineral oil was ecsential. A retro- 
flexed retroversion of the uterus, freely movable, 
was the only definite finding. Lactoce was con- 
sumed for four weeks, at which time the patient 
failed to take it for one day, without any in- 
terruption in her bowel activity, which has 
since been maintained for ten months, despite 
the elimination of lactose. No assistance of any 
type has been found necessary since. 

Case 3.—J. T., aged 21, a nurse, during the 
last five years had had spontaneous bowel re- 
sponses every second or third day, with accom- 
panying headaches and anorexia. With the use 
of lactose, daily evacuations took place, which 
encouraged her to discontinue its use, without 
detriment to regular bowel activity. 

Case 4.—Mr. J. G., aged 26, an office acsis- 
tant, had required the use of mineral oil or milk 
of magnesia to effect bowel movements for the 
last five years. Headaches, with bad breath and 
a bitter taste in the mouth, were accompanying 
complaints. A retardation of the normal motil- 
ity of the colon, to the extent that at the end 
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of thirty-six hours, the contrast mixture was 
still to be found in the spastically contracted 
transverse colon and consuming sixty hours for 
its total elimination, was noteworthy. Lactose 
likewise enabled this patient to have free daily 
evacuations, without the necessity of any other 
remedies. 

In reply to a question regarding the 
best method for the administration of 
Bacillus acidophilus, and the technic em- 
ployed in determining this change of in- 
testinal flora, which appeared in “Queries 
and Minor Notes,” J.A.M.A., May 16, 
1931, the following answer is given: 

“One of the best methods of changing the 
intestinal flora from the proteolytic type to the 
aciduric is by the use of a _ freshly-prepared 
bacillus acidophilus milk. A glassful of this is 
best taken between meals and at bedtime, for 
a period of two weeks. During this time, meat 
should be omitted from the diet. The stools are 
studied by the Gram method to determine the 
presence and the proportion of gram-positive 
bacilli. If an implantation of acidophilus bacilli 
in the colon does not occur after using bacillus 
acidophilus milk, one or two tablespoonfuls of 
lactose should be added to each glass and an- 
other period of two weeks of this treatment 
carried out as before.” 


To paraphrase Dr. Oliver Wendell 
Holmes, who, in discussing the sphincter 
ani before his classes in anatomy said: 
“This muscle is very small and its func- 
tion is menial, but I tell you, young 
gentlemen, upon its integrity rests the 
very foundation of society,” one may well 
say that the prevention of a preponde- 
rance of putrefactive bacilli in the adult 
intestinal tract is of utmost importance to 


the health of nations, since upon its suc- 


cessful accomplishment “rests the very 
foundation of society.” Correct diet in 
this condition seems to be the satisfactory 
means, since both colonic irrigations and 
drugs have proved ineffective. 
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Avertin as an Anesthetic’ 


(A Clinical Study) 
By J. D. Kirshbaum, M.D., and Shirley Maisnik, R.N., Chicago, Ill. 


VERTIN, also known as tribrom- 

ethyl alcohol or _ tribromethanol, 

has not achieved the same popu- 
larity in this country as it has abroad. It 
is our object merely to recommend that 
Avertin be given a place amongst the well- 
tried anesthetics at our command. It is 
our purpose to report our clinical results, 
as observed in 200 cases of all types of 
surgery, and to see just what the advan- 
tages are over gas, ether or spinal anes- 
thesia, if any. 

In reviewing the literature in this 
country only, one is given the impression 
that there are no complications from Aver- 
tin nor any ill effects following its admin- 
istration. Guttman reported complete anes- 
thesia in 80 percent of his cases, whereas, 
in our series, it was only 37 percent, and 
in 63 percent of the cases Avertin had to 
be supplemented by gas to complete the 
operation. 

Avertin is supplied in black bottles con- 
taining 100 cubic centimeters of the fluid, 
as a concentrated solution in amylene hyd- 
rate, lcc. of which contains one gram of 
the drug. As the solvent is volatile (but 
not explosive), the bottles should not be 
exposed to an open flame and should be 
tightly stoppered. 


DosgE 


We have been calculating the dosage of 
the drug as given in the accompanying 
chart, using 0.1 cc. or 100 mgm. for each 
kilogram (2.2 pounds) of body weight. 
We have made several exceptions, in that 
thin individuals require more Avertin per 
pound than do obese people. Eight (8) 
cc. is the maximum dose in females of 185 
pounds or over, and 9 cc. for males. In 
thin individuals, up to 155 pounds, one 
may add 10 pounds to their initial weight 
and then calculate the dosage, adding sufh- 


*From the Department of Anesthesia, Woodlawn 
Hospital. 


cient distilled water to make a 2.5 percent 
solution. In debilitated patients of over 
60 years, the correct dose according to the 
chart is given, regardless if their weight 
is under 150 pounds. Goitre cases will 
require more than is called for, because 
of the extreme nervousness present. 


METHOD OF USE 


After the proper dosage of Avertin and 
distilled water has been calculated from 
the chart, the drug is added to the dis- 
tilled water in an Erlenmeyer flask, which 
is tightly closed. The contents is shaken 
vigorously for a few minutes, until all the 
globules of the Avertin have disappeared. 
It is then heated to 40°C. Should pre- 
cipitation occur. discard the solution. The 
solution is then tested, before using, with 
Congo red, thus: About § cc. of the 2.5 
percent Avertin solution is placed in a 
test tube; add 1 or 2 drops of a 1:1000 
aqueous (not alcoholic) Congo red solu- 
tion. A pure orange-red color should de- 
velop. If the color becomes blue or violet, 
discard the solution. 

The Avertin solution, with a rectal tube 
and funnel, are carried to the patient's 
room about twenty minutes before the 
operation. Morphine gr. 4% (16 mgm.) with 
atrophine sulphate gr. 1/150 (0.5 mgm.) 
is usually given forty minutes before, 
except in cases where the surgeon does 
not wish the patient to know that he is 
to be operated upon, as is frequently done 
in some of the anxious, extremely nervous 
thyroid patients. A cleansing enema is 
usually given the night before, but this 
is not essential. 

The time required for the patient to 
go to sleep usually varies from 7 to 20 
minutes, averaging 12.5 minutes. It has 
been our observation that the length of 
sleep varies from 20 minutes to 12 hours, 
averaging 3 hours and 54 minutes. The 
average length of the operation was 69.3 
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DosAGE CHART 


Basis: 100 mg. of Avertin per 
Kilogram of Body weight 


Water 
Total 
Amount 

in cc. 


Avertin Fluid 
Patient's Weight Total bs 
Amount 
in cc. 


Pounds Kilos 


5 20 
6 24 
7 
8 











180 
185 


| 
| 
| 
| 
| 336 


minutes. The patient usually falls asleep 
before the last of the Avertin solution 
has entered the rectum, and there is no 
excitement whatsoever during the proce- 
dure. The patient is kept on his left side 
until sleep is induced. The solution was 
expelled in only 3 cases. None of the 
patients complained of any burning in the 
rectum at any time following the injection. 
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It is possible for the Avertin to lose its 
strength upon standing, and this may ex- 
plain why, in one group of cases, it will 
take much longer for patients to go to 
sleep then in others. 


CONTRAINDICATIONS 


We have avoided the use of Avertin 
in the following cases: bowel obstruction, 
peritonitis, advanced pulmonary tubercu- 
losis and severe organic disease of the liver. 
In lesions of the rectum it is absolutely 
contraindicated. Some of the other less 
definite contraindications are: grave cach- 
exia, acidosis and serious diseases of the 
kidneys and blood. 


CLINICAL OBSERVATIONS 


Of the 200 patients who received the 
drug as a general anesthetic, in only 37 
percent was it totally successful, whereas 
in 63 percent it served only as a basic 
anesthetic and had to be supplemented 
by gas. Very frequently, a few minutes 
of gas administration during the incision 
was all that was necessary. Occasionally 
gas was given for a few minutes at a 
time, at long intervals. 


Seventy-eight (78) percent of the pa- 
tients were females and 22 percent were 
males. The youngest patient on whom it 
was used was 4 years old and the oldest 
was 78. The color of the patient through- 
out the operation remained pink, except 
in a few cases where more than 100 mgm. 
of Avertin per kilo. of body weight was 
used, and then cyanosis would be apparent, 
but of no serious consequence. 


During our early trials with this drug 
we would become alarmed by the marked 
drop in blood pressure and the slow pulse, 
and consequently we used many stimulants, 
such as caffeine-sodium benzoate, ephe- 
drine, epinephrin, strychnine and lowering 
of the patient’s head; but later we learned 
to disregard the fall in blood pressure, 
even as low as 70 or 80 systolic. There 
was a drop in blood pressure in 57.9 per- 
cent of the cases; an increase in 31.6 per- 
cent; and no change in 10.5 percent. Very 
frequently, where the blood pressure had 
dropped, the administration of ethylene 
immediately caused a rise of from 20 to 40 
mm. 


The pulse showed an increase in 63.3 
percent, a decrease in 26.3 percent and no 
change in 10.4 percent. The respiratory 
rate was increased in 57.9 percent, de- 
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creased in 15.8 percent and unchanged in 
26.3 percent. Sixty-three (63) percent 
required no stimulants during the opera- 
tion; and of the 27 percent that did re- 
ceive it, only 3 percent actually needed it. 
The after-effects of Avertin anesthesia 
are not so disagreeable as those following 
ether or gas. It was a common thing to 
hear a patient remark that, should they 
ever need another operation, they wanted 
Avertin, because it had removed the ap- 
prehension of the trip to the operating 
room and of going to sleep. It is true 
that one does not see so much nausea and 
vomiting following Avertin, but it does 
occur, in spite of the many reports in the 
literature that it does not occur. We saw 
it in 10 cases. Some of the other after- 
effects observed were: 1 case of shock, 
with recovery (this was the result of a 
long operation); 3 cases of headaches; 4 
cases of extreme restlessness; 6 cases of 
profuse perspiration; 1 patient was deliri- 
ous for 48 hours, with recovery; 2 cases 
of belching; and 8 patients were unable 
to void urine during the first 24 hours. 


COMPLICATIONS 
Three 


(3) patients developed pneu- 
monia (one was bilateral), but all three 


recovered. This complication has been 
denied by most writers. The ages of our 
patients were 67, 34 and 31 years. 


A factor that may be considered as the 
cause in postoperative pneumonia after 
Avertin anesthesia is that the patient has 
a tendency to sleep for a long period in 
one position, and so we always try to have 
the patient’s position changed very fre- 
quently from side to side, and thus 
avoid mechanical congestion of the lungs. 
There were 4 deaths in the series, but 
none can be attributed directly to the 
Avertin. The causes were as follows: car- 
cinoma of the ovary with metastasis to the 
liver; mesenteric thrombosis with intestinal 
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obstruction, complicated by pneumonia on 
the 12th day; a toxic goiter with a decom- 
pensated heart of eight months’ duration; 
and a thyroid crisis following thyroidec- 
tomy. There were two other cases of thy- 
roid crisis, which responded to treatment 
and recovered. 


SUMMARY 


Two hundred (200) cases were observed, 
which were given Avertin as an anesthetic, 
of which 37 percent required nothing in 
addition, and in 63 percent it was used 
as a basic anesthesia. 


No ill effects were seen following the 
use of this form of anesthesia. 


In goiter surgery, Avertin is the anes- 
thetic of choice. 

One hundred (100) mgm. per kilogram 
of body weight is considered a safe dose. 

In cases where it is indicated, Avertin 
should be used more frequently, and its 
selection should be governed by the con- 
dition of the patient. 
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Cost or PREMATURE DEATH 


It costs approximately $10,000 to raise a boy to the age of 18 years, 
when he may be ready to earn. It takes him several years to earn this 
amount by his labor. If. he dies before that, somebody is “in the red.” 

The premature deaths due to preventable accidents, for instance, are 
said to cost society $520,000,000 annually. In the same way, tuberculosis 
costs each generation, during its lifetime, $26,500,000,000.—Dr. H. A. 
Orvis, in Bul. Evanston Branch, Chicago Med. Soc., Apr. 1, 1932. 





Report of a Complete Physical Examination 
By Emmet Keating, M.D., Chicago, Ill. 


N_ AWN article on the complete physical 
examination published in the August, 
1931*, issue of CLINICAL MEDICINE 

AND SURGERY, I submitted arguments 
showing the benefit of keeping records of 
complete physical examinations that should 
consist of detailed histories obtained from 
the patients and careful and thorough physi- 
cal examinations, beginning with the top of 
the patients’ heads and ending at the soles 
of their feet. What I consider a minimum 
amount of laboratory work for an exam- 
ination of this kind was stated. 


I also expressed the belief that these ex- 
aminations, because of the high cost of 
laboratory procedures, can be done only 
by using the equipment of the hospital 
laboratories manned by skillful technicians, 
supervised by competent pathologists, bac- 
teriologists and roentgenologists. I do not 
mean to reflect upon the value of the com- 
mercial laboratories, presided over by 
regular physicians who are untiring in 
their efforts to keep abreast of develop- 
ments and new discoveries in the field of 
medicine. I believe there will always be 
room for a number of such laboratories, 
but I feel that a great many of these 
workers could further their scientific 
standing without sacrificing any financial 
returns by devoting all of their time as 
members of hospital staffs. 


There was also a discussion as to when 
the examination by the internist should be 
supplemented by the help of the specialists 
whenever the physical, irrespective of the 
financial condition of the patient, warran- 
ted. Thorough examinations by internists 
will discourage and render unnecessary the 
entrance into the specialties of many men, 
who, enticed by the supposedly greater 
financial rewards, desert the ranks of the 
family doctors. 

As an example of a record of this kind 
I am submitting the history of a patient 
who came to me complaining of a number 
of rather indefinite symptoms and a mental 
reaction highly suggestive of a functional 
neurosis. 


The record of a complete physical ex- 


amination, including history, physical 


*CLINICAL MEDICINE AND Surcery, Vol. 38. No. 8, 
August, 1931, pp. 545-52. 


findings, laboratory reports, diagnosis, dis- 
cussion and treatment, is apt to be a rela- 
tively voluminous piece of work. The 
typewritten and carefully revised product 
of a one to two weeks’ study of a patient, 
is a textbook in medicine when compared 
to the small filing cards that comprise the 
clinical records of so many physicians. 


In order to limit each patient's record 
to a length that is practicable and yet 
sufficiently comprehensive, it is necessary 
that ascertained facts be set forth with a 
brevity that is understandable, but in a 
style that makes no attempt at elaboration 
or beauty of diction. The ideal record of 
a complete physical examination is free 
from negative statements and records only 
what is seen, smelled, felt or heard, to- 
gether with the necessary laboratory re- 
ports. 


In case reports many physicians make 
the following statements: “The family his- 
tory was essentially negative.” “There is 
nothing in the past history of the patient 
that has any bearing on the present con- 
dition.” Statements of this kind may be 
perfectly correct, but they should be taken 
at their face value. They are only personal 
opinions and personal opinions have no 
standing in a court of law. No physician 
ever becomes so competent that he can 
correctly evaluate the bearing of all exist- 
ing facts. The history and physical exam- 
ination that sets forth facts and eliminates 
negations saves time, does not befog the 
issue and is a valuable contribution to the 
future textbooks of medicine. It is a 
logical method, by which those slight de- 
partures from the normal, that establish an 
early diagnosis, can become known to the 
trained examiner. The record completed, 
a review of the patient's narrative, com- 
pared with the physical findings, makes 
diagnosis comparatively easy. 

It is well known that in perhaps the 
majority of cases, the length of the part 
pf the record setting forth what the pa- 
tient tells the doctor is in inverse propor- 
tion to the pathologic conditions from 
which the patient suffers. It sometimes 
becomes necessary not only to listen, but 
to record the long narrative of the patient, 
in order to profit by the knowledge of 
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the various clues, but also, in a measure, 


to appreciate the mental condition of the 
patient. 


The following history from my files is 
published verbatim, with only the name of 
the patient deleted. 


THE RECORD 


Date: March 25, 1931. 

Patient: Mr. C. W.; American; 
35; married; office manager. 

Present Complaint: Feeling of discomfort 
in left side of the chest, which he thinks 
is to the outer side of his heart. Occa- 
sional pain, mild and fleeting in character. 
A week or ten days ago, an ache in the 
entire left arm, accompanied by a feeling 
of numbness in fourth and little fingers. 
Walking three or four blocks causes feel- 
ing of weakness and fear of collapse. He 
also becomes nervous — described as 
“fidgety.” 

Onset and Course: Discomfort in the 
chest began two and a half years ago. He 
became clearly conscious of the discomfort 
a month before he sought medical advice 
and consulted a physician, who told him 
that his heart was enlarged. Patient states 
that the physician said he had no murmurs. 
This news of the enlarged heart disturbed 
the patient greatly. The doctor gave the 
patient pills for two or three months and 
told him that he had succeeded in restoring 
the heart to normal, as far as it could be 
done. Patient states that the treatment had 
no influence on his symptoms. His anxiety 
about his condition did not abate. 


A month later he sought the advice of 
another physician. This physician told him 
that he had a slight murmur. This in- 
formation increased his anxiety. The doc- 
tor told him that his condition was serious. 
After three months’ treatment, the patient 
felt no better, but the doctor told him that 
the murmur had disappeared and that he 
considered him ready for dismissal. Patient 
states that nothing in his condition, mental 
or physical, had changed. 

A month later he sought another phy- 
sician, who told him that he had no organic 
heart trouble. When the patient countered 
with the question, “What is wrong with 
me?” the doctor, according to the patient's 
statement answered, “I do not know. I 
am interested only in your heart and there 
is nothing the matter with that.” 

He felt relieved by the assurance that 
there was no organic trouble, but sought 


age 
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another physician, with the hope of learn- 
ing what was disturbing his heart. This 
physician told him that he had a very faint 
murmur, sent him to a hospital and had 
an electrocardiographic tracing made. The 
electrocardiogram was pronounced normal. 
The trouble was considered as probably 
due to intestinal disturbance and the pa- 
tient was assured that he had nothing to 
worry about. This doctor treated him for 
a year. He then complained of no im 
provement and the doctor sent him to a 
friend who made another electrocardio- 
gram, examined his heart and dismissed 
him, saying that he needed no treatment 
but that he should see the referring physi- 
cian every six months. The patient was 
more composed, but is still unrelieved and 
unhappy. 

Childhood Diseases: 
chicken-pox. 

Subsequent Illness: At 16, began having 
periods of “stomach trouble,” associated 
with severe cramps, with occasional vomit- 
ing in the beginning of this period. These 
attacks lasted for four years, after which 
they became less frequent. The last one 
occurred six months ago—started in the 
evening and continued for two or three 
hours; one vomiting attack. Has been in 
bed for a day or two because of severe 
colds. Had scarlet fever at 19, and at 23 
began having headaches 
left eye. He now takes 
relieved. 

Accidents or Injuries: At 17, fell when 
getting on a train, sustaining a skin abra- 
sion. When asked how he happened to re- 
member this seemingly trivial accident, he 
replied that he has the cinder marks on 
his arm. 


Measles, 


mumps, 


behind and over 
a laxative and is 


Previous Surgery: Circumcision at 15; 


one tooth extracted; at 21, an operation 


for varicocele, with satisfactory relief; at 
22, small cyst removed from lobe of left 
ear 


Family History: Father, a locomotive en- 
gineer, died of nephritis at 54; mother, 
living and well, age 456; one brother, 
younger, living and well: of four sisters all 
younger, three are living and well. Qne 
sister has had five children in rapid suc- 
cession. Patient states that she is run 
One paternal aunt died, at age 
45, of tuberculosis 

Marital: Married at 31; 
no children and no 
ventive measures taken. 


down. 


wife has had 


miscarriages. Pre 
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Respiratory: Nose: At present has a 
cold, otherwise, no trouble; throat, no 
trouble, no cough, no expectoration; no 
pain in chest, except as narrated in 
Present Complaint. 


Cardiovascular: No ordinary exercise 
causes dyspnea. He volunteers the state- 
ment that he refrains from active exercise. 
Before he was informed of heart compli- 
cations, he was “very snappy” in his move- 
ments; since then, has been very deliberate 
in his movements. Prior to his medical 
discovery, he enjoyed golf; after his med- 
ical discovery, a year of no golf—last year, 
played five games. The only thing he no- 
ticed was that he tired quickly. The feeling 
of discomfort in his chest usually begins 
on his way to work. He states that it does 
not seem to have any relation to walking. 
Today this feeling started as usual, when 
on the street car, and is still present, no 
better and no worse. Patient has never 
fainted; no. dizziness; head feels light at 
times. 

Gastrointestinal: Appetite, fair; enjoys 
his meals; bowel movement, one daily; 
Pain in abdomen (see Subsequent Illness). 

Genitourinary: Denies venereal infec- 
tions; no nocturnal or diurnal frequency; 
no pain nor burning when he urinates; no 
failure of sexual relations. 

Nervous System: Sleeps well. Thinks he 
was not nervous until the beginning of 
his present complaint of two and a half 
years duration; now is always thinking 
about it and has felt that he might drop 
dead any moment. 


Special Senses: Eyes: Sometimes, when 
he stands up, thinks he has a momentary 
loss of sight; ears, no trouble; nose, no 
trouble. 

Habits: To bed at 10:30 P.M.; up at 
6:30 A.M.; has always been a strenuous 
worker until the discovery of his supposed 
heart trouble. Formerly he smoked twenty 
cigarettes daily and one cigar; now aver- 
ages two cigars and two or three cigarettes 
a week. Does not drink. 

Physical Examination: A tall, gaunt 
man, beginning his interview by apologiz- 
ing for taking up my time. He states that 
he has been to several doctors and has 
been assured that he has no cause to worry 
about his health. While his history is being 
taken he rocks back and forth in his chair 
and says that it is difficult for him to sit 
still. 

Pulse, 102; respiration, 17; temperature, 
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99°F.; blood pressure, 130/70; nude weight, 
124 pounds; barefoot height, 70/2 inches 
(normal weight to height, 170 pounds); 
basal metabolic rate, plus 18 percent. 


Head: Hair: Good amount of brown 
hair, streaked with gray; very greasy. 

Scalp: Clean; nowhere adherent to skull. 

Skull: Presents a few irregularities at 
the occiput. 

Facies: Prominent malar bones, giving 
the face a sunken appearance. The patient 
breathes through his mouth, which he 
states is because of acute coryza. Naso-labial 
folds are well marked; his expression is 
anxious; there is no cyanosis and, with 
the exception of naso-labial folds, few 
wrinkles. 

Eyes: Blue; sclera is muddy; the pupils 
are equal and well dilated; reaction to 
light and accommodation is fair; there is 
slight nystagmus; vessels of conjunctiva 
are markedly injected; there is slight edema 
of the lower lids. Because of dilatation of 
the pupils, the eyegrounds were easily ex- 
amined. The discs are distinct in outline, 
pigmented and show an increase of pallor 
of the left. Vessels are numerous and of 
good caliber. The caliber of the central 
artery is noticeably large. Choroid shows 
no abnormality. 

Nose: Roman type, right nostril is 
almost completely obstructed and the pa- 
tient breathes with difficulty through the 
left nostril. Right nostril, mucous mem- 
brane inflamed; middle turbinate is en- 
larged. Left nostril: Both lower and upper 
turbinates are enlarged. It is interesting 
to note that the septal wall is concave on 
both sides. 

Ears: (See Doctor Wolf's report). 


Mouth: Tongue is coated; no tremor; 
no deviation to right or left. The gums are 
in fair condition. The teeth are irregular 
and crowded, especially below. 

Teeth*: Upper Right: Central and 
lateral incisors and cuspid, apparently 
sound; first bicuspid, decayed; second bi- 
cuspid, crowned; first molar, apparently 
sound; second molar, filled; third molar, 
apparently sound. Upper Left: Central 


sand lateral incisors, cuspids, bicuspids, 


first and second molars, apparently sound; 
third molar, missing. Lower Right: Cen- 
tral and lateral incisors, cuspid and bicus- 
pids, apparently sound; first molar, filled; 
second molar, large amalgam filling; third 


*A marked diagram would show this better than 
a description.—Ep, 
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molar, apparently sound. Lower Left: 
Central incisor, crowded backward, appar- 
ently sound; lateral incisor, apparently 
sound; cuspid and bicuspids, apparently 
sound; first and second molars, filled; third 
molar, apparently sound. 


Pharynx: There is moderate anesthesia; 
the tonsils are small; the vessels of the 
pillars and uvula show increased injection; 
the posterior pharynx is rough and edema- 
tous. 

Neck is thin. There is noticeable pul- 
sation on each side in front of middle 
third of the sternocleidomastoid muscle, but 
no palpable glands along their course. The 
thyroid is moderately large, firm and freely 
movable. 


Chest: Fair development;  clavicles, 
prominent; depression on the right side, 
more pronounced than on the left; deep 
inspiration does not obliterate the infra- 
clavicular spaces. To the left of the sternum 
there are two circular scars 2 mm. in 
diameter, one at the upper border of the 
fifth rib and one at the upper border of 
the sixth rib. The skin of the back is free 
from eruption. There is a curvature of 
the dorsal spine, convexity to the right, 
combined with lordosis. Expansion: Com- 
plete expiration, 33 inches; complete in- 
spiration, 35'% inches. Right Lung: No 
increased tactile fremitus; vocal fremitus 
increased at apex, posterior to upper level 
third dorsal vertebra; expiratory note, pro- 
longed beneath clavicle; sibilant and sonor- 
ous rales at apex, posterior to upper level 
of third dorsal vertebra. Left Lung: 
Bronchial breathing, upper level third dor- 
sal vertebra. 

Heart: At 7:30 P.M., March 30, follow- 
ing increased breathing, pulse rate, 92; 
apex rate, 92. There is a diffuse impulse 
in apical region fifth interspace, over an 
area 2'%4x3 inches; apex beat, palpable 
5 inches to the left of mid-sternal line. 
There is a fairly well marked thrill and a 
systolic murmur at the apex, transmitted 
to the anterior axillary line upward along 
the left border of the sternum, also to the 
tricuspid area. There is a faint aortic sys- 
tolic murmur. The first sound at the apex 
is markedly accentuated, with no accentua- 
tion of the second pulmonic. The heart 
tones are of good quality. 

Abdomen is flat; muscle tone, good. 
There is marked rigidity on each side along 
the costal margin, also over the course of 
the right rectus. Because of rigidity, it is 
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difficult to determine whether or not the 
liver and spleen are palpable. Along the 
iliac crest, posterior, right side, there is a 
chain of small tumors. Patient states that 
he thinks they are the result of pressure 
from a suspensory band which he wore 
for about two years because of varicocele. 
Pressure over any part of the abdomen 
does not elicit complaint of pain. The 
kidneys are not palpable. 


Genitalia: The patient has been circum- 
cised. The epididymides are not enlarged. 
The urethra admits without difficulty a 
French No. 24 sound. The prostate is 
small, smooth, moderately firm and not 
painful to pressure. 


Rectum: Digital examination reveals no 
pathologic changes. 

Extremities: There is a vaccination scar 
on the left arm. The arms are pale and 
the muscles wasted; no cyanosis of arms 
or hands; no clubbing of fingers; no edema 
of the legs or feet; no varicose veins. 

Nervous system: Co-ordination: Finger 
to finger, somewhat slow; heels to knees, 
prompt and accurate. There is a fine tremor 
of the extended fingers; slight Romberg 
sign; tendon-Achilles reflex, present; ab- 
dominal reflex, active; cremasteric reflex 
elicited on the left side, not on the right; 
no Babinski sign; no ankle clonus; no 
ataxia; patellar reflex, active. 

EXAMINATION BY Dr. PAuL J. WOLF 

Eyes: Vision: R.E. 20/20-1 LE. 
20/20-1. No corneal opacities; tension, 
normal; no abnormality of the sclera; red- 
ness of both lids. 

Fundus Examination: Both discs show 
a conus on the temporal side; no scarring; 
no hemorrhages; left disc shows a marked 
temporal pallor; central vein dilated on 
both sides. 

Ears: Left shows soft wax; no perfora- 
tions; no cone of light present; short pro- 
cess of malleus present; handle not in evi- 
dence; drum is not movable. Right shows 
drum not movable; no cone of light present; 
short process of malleus present; handle 
of malleus not present; no perforations. 

Nose: Nasal discharge on the right side, 
with pus coming from the middle meatus; 
inferior and middle turbinates enlarged; 
middle turbinate directed toward septum. 
Left side, inferior turbinate hypertrophic. 
Transillumination appears to be negative. 
Partial obstruction to breathing on right 
side, probably due to acute infection 
present. 
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Larynx: Diffuse redness involving true 
cords, false cords and arytenoids. 

Pharynx: Tonsils small; posterior and 
lateral pharyngeal walls markedly injected 

Diagnosis: Chronically infected tonsils; 
acute rhinitis. 

Recommendations: Removal of tonsils; 
investigation of the anterior series of sinus 


cells, if the acute infection does not 
subside. 


LABORATORY EXAMINATIONS 


Urine 
Color 
Appearance 
Reaction 
Specific Gravity........ 
Albumin 
Sugar 
Casts... 
few cylindroids 
Pus Cells Occasional 
Blood Occasional 
I ac sedictsas actin Sikemidenmtestecin -Mucus 


ee 


.....-... Negative 
Negative 
1 granular and 


Hemoglobin 

Erythrocytes per c. mm............. 
Leukocytes per c. mm 
Small lymphocytes 

Large lymphocytes 
Polynuclear Neutrophiles .. 
Blood Wassermann Test 
Blood Sugar .............. 111 mgm. | per 100 
Blood Calcium ........ 10.2 mgm. cc. of 
Blood N.P.N. ............ 66mgm. \ blood 


5,190,000 
18,390 


.....-.. Negative 


Sputum 


— . 

Many staphylococci, short-chained strep- 
tococci and pneumococci, but no tubercle 
bacilli were found in specimen submitted. 


Spinal Fluid 
White cell count......................... > 
Globulin 
Sugar 
Wassermann Tes 


eee See Negative 
ee be See tee Trace 


Negative 
X-Ray Report: Teeth 


Apical abscess lower right first and 
second molars; slight gingivitis, lower an- 
terior teeth. 


X-Ray Report: Chest 


Both pulmonary fields clear. The muscle 
shadows of the neck are unduly prominent. 
Cardio-hepatic angle suggestive of old 
pleuro-pericardial adhesion. Cardiac 
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shadow small and of the feminine type. 
Chamber indentations are distinct. 


Electrocardiograph Report 


The electrocardiogram shows very short 
excursion of QRS in Lead I, with slurring 
of upward limb of R. 


DIAGNOSIS 


The general diagnosis is neurasthenia. 
In addition, this patient is suffering from 
a toxic goiter, latent pulmonary tuberculo- 
sis and chronic appendicitis. He has also 
rhinitis; acute and chronic pharyngitis; 
tonsillitis; bronchitis; chronic endocarditis 
and myocarditis; nephritis; and keloid 
tumors of the back and right side, along 
the posterior crest of the ilium. The x-ray 
report indicates an old pleuro-pericarditis. 


DisCUSSION 


These are extremely difficult cases be- 
cause of the neurasthenic element. Years 
ago this man had an operation for vari- 
cocele. Whether the varicocele was real 
or imaginary, we cannot say. Both the 
blood and spinal fluid are Wassermann- 
negative. No tubercle bacilli were found 
in the sputum. His basal metabolic rate 
was plus 18. A basal metabolic determ- 
ination made at another hospital January 
17, 1931, was reported as plus 15. These 
two basal metabolic records are within 
the bounds of normal, but when basal 
metabolic records are not consistent with 
the history and physical findings, the basal 
metabolic records should be ignored. 


TREATMENT 


Because of his general condition, which 
was aggravated by acute coryza, I thought 
it advisable to have the patient remain in 
bed for a week. The dentist's report will 
influence our advice as to the extraction 
of what may be offending teeth. This pa- 
tient should have a tonsillectomy. All treat- 
ment administered must be in keeping with 
the pulmonary, heart and kidney disturb- 
ance. Should these measures fail to restore 
the patient to a normal state, a thyroid- 
ectomy should be considered. The keloids 
should be removed by fulguration. 


CONCLUSION 


Medicine of the recent past was con- 
cerned only with acute disease. The sudden 
and spectacular invasion of medical prac- 
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tice by specialists was not the single in- 
fluence that discredited the family doctors 
in the eyes of the public, as well as in 
the minds of the specialists. The most 
important reason was, and is, the disin- 
clination on the part of the family doctor 
to maintain a sustained interest in the 
physical welfare of those whom a large 
percentage of the medical profession look 
upon as the contemptibles, otherwise known 
as “chronics.” The chronic patient often 
requires an extended period of time for 
the correction of his physical ills and the 
rehabilitation of his mental processes. 


NEOARSPHENAMINE REACTION 


Many physicians become impatient and 
are unwilling to make re-examinations and 
meet with tact the querulous’ complaints 
of these patients who are so much in need 
of physical aid and moral support. 

One of the most important reasons for 
the making of complete physical examina- 
tions and the keeping of permanent records 
of every one, is the prevention, so far as 
is humanly possible, of those series of 
events that disable the strongest children 
and adults and enlist them in the great 
army of chronics. 

2800 Milwaukee Ave. 


Arthritis as a Late Neoarsphenamine 
Reaction* 


(Report of Two Cases) 
By G. Cirincione, M.D., New York City 


HE number of reactions following 

neoarsphenamine is very low, when 

compared to that following the use of 
arsphenamine. In a comparative study, 
under ideal circumstances, Stokes"! average 
was 22.2 percent post-arsphenamine reac- 
tions, as compared to 2.1 percent post- 
neoarsphenamine. This low percentage of 
reactions following neoarsphenamine is 
also reflected in the mildness of the in- 
tensity, duration and extension of the 
reactions. 


A survey of the available literature shows 
a long and multiform series of post-ars- 
phenamine and neoarsphenamine reactions, 
that require a considerable amount of alert- 
ness on the part of the attending physician. 
The nature of these reactions “may be due 
to individual hypersensitiveness to the 
drug, or to pathologic changes in the body 
(both of syphilitic and non-syphilitic 
origin), or to the drug itself, or to the 
method of administration.””* 


A mild reaction may be the forerunner 
of a serious one, if passed unnoticed. In 
spite of all precautions taken to eliminate 
possible contributing factors, reactions 
occur, some of them severe. The following 


*From the Department of Dermatology and Syphil- 
ology, New York University, Dr. Fox's Service. 

1.—-Stokes, H. J.: “Modern Clinical Syphilology,” 
W. B. Saunders Co., Philadelphia, 1928: page 200. 

2..-Moore, J. Earle: The Management of Syphilis 
in General Practice. Reprint No. 13 from Venereal 
Disease Information 10:22, Feb., 1929. 


two cases point clearly to a toxic type of 
arthritis following therapeutic doses of 
neoarsphenamine. 


I had occasion to observe one case just 
at the beginning of the neoarsphenamine 
era. Unfortunately, the patient did not 
give me a chance to study the case and I 
failed to grasp the meaning of her articular 
ailment. 


Case REPORTS 


Case 1.—A. B., female, Italian, aged 24, a 
syphilitic, was accompanied into my office by 
her husband, who gave me a history of having 
had syphilis, stating also that, since her last 
intravenous injection (3 in all) she was 
seized with fever and marked articular pains 
in both shoulders and the finger joints. 

Physical examination was negative, except 
for the painful articular condition and a 4 
plus blood Wassermann test. Spinal fluid ex- 
amination was refused. 

Assuming that the condition was syphilitic 
and that she had received insufficient treatment, 
I thought it proper to continue the neoars- 
phenamine therapy. The result was that the 
patient went from bad to worse, and I heard 
no more of the case. Several months afterwards 
I was told that she had received more neoars- 
phenamine injections, and had passed away. 

Case 2.—-H. S., American, aged 31, was 
referred to me for perforation of the nasal 
septum. 

On examination, he presented a perforation 
of the septum, a quarter of a centimeter in 
diameter, which discharged slightly. Primary 
lesion and secondaries were denied. There was 
a history of gonorrhea, ten years previously. 
The Wassermann test showed 3 plus (alcoholic 
antigen) to + plus (cholesterinized antigen) 
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reaction. Spinal fluid, cardiovascular, gastro- 
intestinal and neurological examinations were 
negative. He was placed on weekly intramus- 
cular injections of bismuth, and potassium 
iodide internally. 


After ten bismuth injections, the local condi- 
tion was slightly improved, although the Was- 
sermann reaction was still 3 plus (alcoholic 
antigen) to 4 plus (cholesterinized antigen). 

Neoarsphenamine, 0.3 Gm., was adminis- 
tered, with none of the premonitory symptoms 
of intolerance. This dose was followed by five 
others at weekly intervals, the amount being 
gradually raised to 0.6 Gm. In the week follow- 
ing the fifth intravenous injection, the patient 
complained of some pain in his left shoulder 
joint. The fact was attributed to overplaying 
at golf, and the sixth dose was administered. 

The following night, the pain increased to 
such an extent that the patient was confined to 
bed for several days. As the condition could 
not be relieved and other articulations, es- 
pecially the interphalangeals, showed signs of 
involvement, the patient was transferred to the 
hospital. 

X-ray examination did not show any ab- 
normal condition of the joint, and the patient 
was discharged as cured after ten days of 
hospitalization. 

Twenty-eight days after the last injection, a 
dose of neoarsphenamine, 0.45 Gm., was ad- 
ministered intravenously, with the effect of 
reproducing the same articular condition in the 
same joint. 

Three months after the second attempt, Bis- 
marsen, 0.10 Gm., was used intramuscularly, 
and three days afterwards, one gram of sodium 
thiosulphate was given intravenously. A_pin- 
point, scarlatiniform rash appeared, with no 
itching. His bowels were kept open and a diet 
of carbohydrates advised. 

The following week, the same amount of 
Bismarsen was given intramuscularly, followed, 
after three days, by a one gram dose of sodium 
thiosulphate. The scarlatiniform rash became 
more extensive and the patient again had the 
severe pain in his left shoulder joint, with 
evident involvement of all other joints for two 
weeks. 

Since 


then, no further attempt has been 
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made to use neoarsphenamine, the patient refus- 
ing emphatically even a dermal test with the 
drug. He has enjoyed fairly good health for 
a year, and has been free from any articular or 
muscular pains. His Wassermann reaction is 
negative to 2 plus under bismuth, given intra- 
muscularly, and mercury by inunctions, alter- 
nately. 


SUMMARY 


Two cases of arthritis following neoars- 
phenamine are reported. In Case 1, the 
failure to attribute the articular condition 
to a post-arsphenamine reaction, the quite 
large doses used at that time (1916) and 
the changing of attending physicians, con- 
tributed to the fatal issue. 

In Case 2, the reaction due to neoars- 
phenamine was properly appraised, and 
the treatment discontinued. The constant 
articular reaction following each attempt 
to use neoarsphenamine was noted. 


CONCLUSIONS 


Arthritis may be added to the late neo- 
arsphenamine reactions (42 days after the 
first injection in Case 2). 

The reaction was a toxic one, as is 
shown by the negative x-ray finding and 
the accompanying scarlatiniform rash with- 
out itching. The patient was sensitized to 
neoarsphenamine, and no matter how small 
the dose, nor what route was used, the 
patient had severe reactions. 

The patient had his right leg blown off 
by an explosion during the World War, 
necessitating his carrying a stick with his 
left hand, thus leaning heavily on his left 
shoulder while walking. This fact, in my 
opinion, may explain why the left shoulder 
joint was principally affected in this case. 

323 East 14th Street. 
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TAXATION 


If the whole present burden of taxation had been forced on the 
people during any one year prior to 1914, no power under Heaven could 


have prevented a revolution. 


Do you realize that one-fourth of the money earned by the people 
and the property of. this nation is required to pay the expenses of 


government? 


Do you realize that one person in each eleven derives all or part of 
his income from the public treasury? 

Do you enjoy forcing your family to economize in order to provide 
money for public servants to waste?—ROBERT QUILLEN, Fountain Inn 


Tribune. 





Spinal Anesthesia in Septic Abdominal 
Conditions* 


By James W. Davis, M.D., F.A.C.S., Statesville, N.C. 


EPTIC conditions, particularly those 

of the abdomen, such as acute sup- 

purative appendicitis and acute per- 
forations of the abdominal viscera, con- 
front us with the danger of a high rate 
of mortality following operation. 


The patient, who is suffering from an 
acute suppurative condition of the abdo- 
men, suffers also from a general toxemia 
as the result of his infection. He may, 
in addition, have a bacteriemia. The 
organisms from his infection, as well as 
their toxins, may be circulating in the 
blood stream. Anything which lowers his 
resistance increases the danger of septi- 
cemia and the danger of transmission of 
the infection to other parts of the body, 
resulting in such conditions as endocar- 
ditis, myocarditis, pyelitis, nephritis, em- 
pyema of the thorax, meningitis and me- 
tastatic abscesses in various parts of the 
body. 

Since there is a natural tendency to the 
development of complications after septic 
conditions of the abdomen, any procedure 
which may lower the patient’s resistance 
and lessen his chances for recovery should, 
if possible, be eliminated. In these sup- 
purative conditions it is of the utmost im- 
portance to conserve the patient's strength 
and vitality in every possible way. Further 
reduction of his resistance, which is often 
already at a low ebb, must, if possible, 
be prevented. 


IMPORTANCE OF ANESTHESIA 


In these cases, the choice of the type 
of anesthesia to be used is of the greatest 
importance. A general anesthetic, such as 
ether, chloroform or any of the various 
gases or combinations of gases which are 
used, causes a great deal of disturbance of 
normal metabolism and often leads to pul- 
monary complications, uremia or gastro- 
intestinal complications. No matter how 
carefully the anesthetic is given, and even 
when it is given for only a very short 
time, a certain amount of shock and de- 
pression results. These factors exert a great 


*Read before the Catawba Valley Medical Society, 
Morganton, N. C., September 8, 1931. 


deal of influence upon the patient's ability 
to overcome infection. 


Great difficulty is encountered in ob- 
taining perfect relaxation by the use of 
ether or the combination of ether and other 
gases. Even at best, the anesthesia is pro- 
longed and a large amount of the anes- 
thetic is necessarily given. Without relaxa- 
tion, the operation is performed with ex- 
treme difficulty and the length of time 
required for performing it is greatly in- 
creased. In acute perforations of the ab- 
dominal viscera, such as those of the py- 
lorus from ulcer, thorough relaxation is 
absolutely necessary in order to accomplish 
any surgical procedure. The lack of per- 
fect relaxation, with the resulting increase 
in the time of operation, greater danger 
of contamination and the large amount of 
anesthetic given, naturally greatly increase 
the mortality. 


Spinal anesthesia, in the hands of those 
who understand this method, is the most 
rapid, reliable and safest type for use in 
septic conditions. With spinal anesthesia 
there is freedom from pain and much more 
complete relaxation can be obtained than 
is possible with general anesthesia. The 
complete relaxation of the abdominal mus- 
cles and contraction of the intestines per- 
mit the coils of bowel to drop away from 
the site of operation so that, in many 
cases, it is not necessary to use packs and 
pads. For this reason the operation can 
be performed much more quickly and 
with less trauma to the tissues. 


There is almost complete freedom from 
shock and there are fewer metabolic dis- 
turbances and disturbances of the function 
of the kidneys, liver and intestines with 
spinal anesthesia than with general anes- 
thesia. There is less nausea and vomiting—- 
usually none at all—and gastric and in- 
testinal distention are usually absent. The 
patient is able to take fluids and soft foods 
earlier after operation with spinal anes- 
thesia than with general anesthesia. Acid- 
osis, therefore, may be prevented or over- 
come. Since normal kidney and intestinal 
function are not interfered with, toxins 
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may be eliminated at once after the opera- 
tion. After general anesthesia intestinal 
paresis often results and may last for a 
day or two days or even longer. Ileus of 
this type is greatly feared by every surgeon. 

All of these favorable factors of spinal 
anesthesia assist in maintaining the resist- 
ance of the patient at its highest point 
and aid him in his fight against the in- 
vading organisms. 

Spinal anesthesia has done more to re- 
duce the mortality in septic abdominal 
conditions requiring operation than has 
any other factor. Postoperative convales- 
cence is much shorter and far less distress- 
ing. Only those who have had the mis- 
fortune to go through a stormy convales- 
cence following a surgical operation under 
general anesthesia, and later compare this 
with the easy convalescence after spinal 
anesthesia, can really speak authoritatively 
of the great difference. 

In several thousand spinal anesthesias 
personally administered, I have never seen 
any harmful results, either at the time of 
administration or at any time later. There 
is no injury to the central or other part 
of the nervous system and no harmful 
effects on the other organs of the body. 

Although spinal anesthesia greatly re- 
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duces the mortality in septic conditions, it 
should not be used under any circumstances 
by those who are not entirely familiar 
with its use and who have not had sufh- 
cient instruction and experience to enable 
them to administer it properly. 


CONCLUSIONS 


1.—In any septic condition below the 
diaphragm, where a surgical operation is 
necessary, spinal anesthesia gives the pa- 
tient a much better chance for recovery. 

2.—There is no general body disturb- 
ance following spinal anesthesia and no 
injury to any of the various organs of the 

ody. 

3.—Gastrointestinal disturbance, nausea, 
vomiting, ileus and intestinal obstruction 
occur much less frequently after spinal 
anesthesia. 

4.—Spinal anesthesia does no harm 
whatever to the central nervous system. 
So far we have observed no after effects 
which may be attributed to the anesthesia. 

5.—Spinal anesthesia should not be ad- 
ministered by those who are not familiar 
with its use and who are not trained and 
experienced in this form of anesthesia. 

Davis Hospital. 


Diagnosis 
By W.L. Kitchens, M.D., Texarkana, Texas 


Y IDEA of the meaning of diag- 

nosis is very different from that 

given in the definition in our dic- 
tionaries, which say: “The interpretation, 
fixation or recognition of a disease from its 
signs and symptoms.” The method used in 
acquiring diagnostic knowledge, as taught 
in our medical schools, is wonderful, but 
their method of application of this knowl- 
edge does not present the true meaning and 
principles of diagnosis, as it shows diag- 
nosis to be an art, with no apparent rela- 
tion to science. 

An art is the skill, dexterity or power 
of performing certain actions, acquired by 
experience, study or observation; a branch 
of learning: the field of learning; the gen- 
eral principles of any branch of learning; 
a system of rules to facilitate the perform- 
ance of certain actions, as the art of build- 
ing, the art of war, the art of navigation. 


A science is knowledge that has been sys- 
tematized; any branch of systematized 
knowledge of the order of nature. 


Let us follow diagnosis, step by step, in 
order that we may better understand its 
meaning and application. It consists of 
two major sections, which include four re- 
quirements: first, we must be able to find 
evidences of disease, known as signs and 
symptoms; second, we must acquaint our- 
selves with a complete knowledge of our 
patient (this is the art of diagnosis and 
constitutes the first major section); third, 
we must know the diseases that produce 
each and every abnormal condition found; 
and fourth, we must be able to interpret 
or recognize a disease from these findings 
(this is the science of diagnosis and con- 
stitutes the second major section). 

To accomplish the first major section, 
we must know the normal human anatomy, 
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its purpose and normal functions and be 
able to recognize abnormal actions and 
pathologic changes during life. This is the 
art of diagnosis and must be obtained 
through clear, analytical thinking, based 
upon an adequate training in the funda- 
mental sciences of morbid anatomy and 
morbid function, and therefore requires 
much schooling, training, study, observa- 
tion and practice and should be the sole 
purpose of our medical schools, where 
more time and study should be devoted 
to its acquirement. It is in this section 
of diagnosis that one’s skill should be tested 
and where one physician should and always 
will excel another; it is here that we learn 
the true condition of our patient, espe- 
cially as to his ability to withstand a disease 
or some surgical operation. This part of 
diagnosis includes a carefully-taken history 
and examination, with the tabulation of all 
abnormal conditions found. Without this 
part of diagnosis, we could not assume, 
presume or even guess at conclusions. This 
part of diagnosis has received much atten- 
tion and has made wonderful progress 
during the past thirty years, but it can 


never become a science by being systema- 
tized so that physicians will become equal 
in its application. 


The third and fourth requirements in 
diagnosis are applicable to the dictionary 
definitions, as they consist of the interpre- 
tation or recognition of diseases and the 
distinguishing of one disease from another 
through the knowledge gained from the 
first and second requirements. This part of 
diagnosis has passed through the ages with- 
out improvement or revision until lately, 
when the first attempt was made to con- 
vert it into a science, wherein all physicians 
may become equal in its application. 

Some physicians pretend to recognize a 
disease through an “eye,” an “ear” or an 
agility of mind that enables them to vision 
a disease: some through a test of memory 
of some disease in the past; some through 
knowledge gained from hard knocks re- 
ceived in the socalled bitter school of ex- 
perience. For centuries, some of these men 
have been admired for their hidden ability 
and it was thought that they had a gift 
of God enabling them to recognize a dis- 
ease. 


This kind of diagnosis will not stand 
the test of modern medicine, for we are 
now able to prove our diagnoses and have 
our conclusions confirmed through surgery 
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and autopsy. Before the advent of modern 
methods used in the detection of abnormal 
actions and pathologic changes, the correct- 
ness of this kind of diagnosis was meas- 
ured by one’s reputation as a diagnosti- 
cian, and the physician with less agility of 
mind or a smaller “gift of God” had to 
accept the diagnosis as rendered by his 
socalled superiors. This is not true today, 
for diagnoses are made from the evidence 
found and no change should be made ex- 
cept through added evidence or informa- 
tion. Our superiority, today, is measured 
by one’s ability to find evidences of a dis- 
ease, and not by our appearance nor repu- 
tation, as was done in the early days of 
medicine. 


Diagnoses made through analytical think- 
ing or from mysterious guesses have been 
the cause of our low percentage of correct 
diagnoses, as is shown in our medical 
records, and this is the reason why physicians 
disagree in diagnosis from the same or given 
history, and why a patient will receive a 
diagnosis from one physician and an en- 
tirely different diagnosis from another. 
This kind of diagnosis is mystical and from 
it sprang mysticism and all of our other 
isms, theories and pathies. Why not? Isn't 
one just as good—or bad —-as another, 
unless we know whut to treat, when to 
treat, how to treat, and this done in a 
similar manner? 

When we remember that there are 
about 1,000 diseases and conditions, and 
that each one of these is capable of pro- 
ducing, on an average basis, about twenty 
symptoms; that less than one percent of 
these diseases have a pathognomonic sign 
for their recognition; that each one has 
many other diseases similar in nature; 
that each one must be recognized and dis- 
tinguished from others, not by a single 
symptom, but by certain combinations or 
groups of symptoms; that these groupings 
are never the same in the same disease, 
whether in the same or different patients; 
then, and only then, will we awaken to 
the fact that this part of diagnosis is too 
complicated for the unaided mind of man 


DIAGNOSIS AND MATHEMATICS 


We have been recording symptoms and 
diseases and their association with each 
other since the beginning of medicine and 
have found that certain symptoms and 
certain groups of symptoms are character- 
istic of certain diseases and I believe that we 
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are justified in the compilation of these facts 
in a manner so that this part of diagnosis 
may be converted into a science and placed 
on the same high plane with mathematics. 
The dictionary definition of mathematics 
is a true definition of diagnosis with the 
substitution of the word “diagnosis” for 
mathematics and the word “disease” for 
quantity: To quote; “Diagnosis” (math- 
ematics) is that science or class of sciences, 
which treats with the exact relations exist- 
ing between “ diseases” (quantities) or 
magnitudes and operations, and of the 
methods by which, in accordance with these 
relations, “diseases” (quantities) sought 
are deducible from others known or sup- 
posed; it is the science of order. 

How scientific would mathematics be, 
were we to depend on the memory of man 
to solve all of our mathematical problems? 
How scientific would the nationally-known 
game at cards, called bridge, be, if we 
did not know the value of each honor 
card and each combination of honors, and 
then have some method through which we 
may obtain these values during play 

We have problems in diagnosis that are 
easy to solve, but some are too complicated 
for solution from a test of memory. Most 
of our textbook cases, wherein the history 
is written after much thought and study 
and includes every stage of a disease, from 
its beginning through its progress, surgical 
treatment, death and autopsy, are fairly 
easy to solve; but we, in our daily diag- 
nostic work, seldom see this kind of a 
history, for we have to begin with a disease 
in its beginning, when only a few symp- 
toms are present from which we must 
arrive at some conclusion. Here is where 
we must know the diagnostic value of 
each abnormal change and every combina- 
tion of these symptoms. 


CEREBRAL TUMOR 


Let us consider cerebral tumor. Our 
records show that it is capable of produc- 
ing sixty-nine of our vast number of symp- 
toms. Every physician’s attention should 
be called to this condition from the presence 
of any one of these signs. Not one of 
these signs is pathognomonic of cerebral 
tumor, so we must recognize it through 
some groupings of these symptoms, of 
which there are more than forty diagnostic 
groups. How many of us are capable of 
recognizing these groups? A cerebral tumor 
is not acute, neither is it ushered in with 
paralysis, choked discs nor ptosis, but its 
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onset is slow, with such vague symptoms 
as general headache, disturbance of hear- 
ing, tinnitus aurium, mental changes, slow 
pulse and drowsiness. The diagnostic value 
of each of these symptoms, when considered 
singly, is very low, but each one has its 
definite value. The following suggestions 
will show the value of these symptoms, 
singly and in groups: Slow onset is char- 
acteristic of 271 conditions; general head- 
ache of about 400; deafness of 26; tinnitus 
aurium of 23; mental disturbances of 28; 
slow pulse of 26; and drowsiness of 34. 
If we had the names of these diseases 
listed under their associative symptoms, we 
would find only one disease under all 
symptoms, and that would be cerebral 
tumor. We would also be able to find the 
diagnostic value of any possible groupings 
of these symptoms, through which we 
would recognize the diseases that would 
have to be differentiated from a cerebral 
tumor. We would, at least, be working 
from a scientific basis and not through 
mysterious guesses and calculations of 
probabilities. 


The case just outlined is similar, in 
one respect, to our textbook, journal and 
medical society histories, in that it calls 
our attention to a cerebral tumor long 
before we see any of the evidences of the 
disease. After knowing that we are dealing 
with a certain disease, the analysis of its 
symptoms is an easy matter. In our daily 
work, we do not have a disease presented 
to us on a silver platter with a nice, large 
label attached; neither do we find a com- 
plete history from the beginning of a dis- 
ease through to its ending, for we have to 
deal with the early stages, when only a 
few signs are present, from which we must 
arrive at some conclusion. Again, I will 
repeat, “The finding of evidence of a dis- 
ease is that part of diagnosis that belongs 
to the teachings in our medical schools and 
it is the art or skill through which one 
physician should excel another.” 


ANOTHER EXAMPLE 


The following example is very unlike 
our textbook cases, neither is it a beautiful 
picture or photograph of a disease, but it 
is a fair example of what is found during 
our early examinations. It was given to 
me by a teacher of diagnosis in one of our 
leading medical schools, who obtained it 
from the examination of his own child, 
and is as follows: 
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A boy about ten years old, with an in- 
crease in his temperature to around 100°F. 
for two weeks, had a slightly enlarged 
spleen and the blood examination showed 
a small lymphocytosis and eosinophilia. No 
other evidence of a disease was found on 
repeated examinations. We must arrive at 
some conclusion. What is the analysis of 
these symptoms? What is our diagnosis? 
What should be our working diagnosis? 
Here I will again repeat, “We must know 
the diseases that produce each and every 
symptom and we must be able to select a 
disease or a number of diseases required 
to produce all symptoms found. This is 
the science of diagnosis.” 


Let us analyze this case in a scientific 
manner. There are 123 diseases that pro- 
duce an increase in temperature; 36 that 
produce an increase lasting longer than 
two weeks; 55 that produce enlargement 
of the spleen; 16 that produce a small 
lymphocytosis; and 8 that produce eosino- 
philia. There are 16 diseases that produce 
a two-weeks’ increase in the temperature 
and an enlargement of the spleen; 6 that 
produce the group consisting of fever, en- 


largement of the spleen and small lympho- 
cytosis; and one that is capable of pro- 
ducing the group of all four symptoms. 
This one disease is the one that is prob 
ably affecting the child and should be our 


diagnosis, which is Hodgkin's disease. 
Should he not have this one disease, then 
he is probably suffering from a complica- 
tion of diseases which we should be able 
to recognize. 


Every abnormal action and pathologic 
change in the human body has a definite 
diagnostic value, in that it is produced by 
a certain number of diseases; they have a 
much greater value in association with each 
other; they have a much different value 
when associated with different symptoms. 
For example: liver enlargement has its 
value, in that it is produced by 25 dis- 
eases; spleen enlargement has its value, 
in that it is produced by 55 diseases; 
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these signs, when associated with each other 
have a greater value, in that they are pro- 
duced, in this manner, by 14 diseases. 
Suppose that one had a patient who had 
both liver and spleen enlargement and a 
small lymphocytosis; another patient has 
liver and spleen enlarged and polymor- 
phonuclear leukocytosis; another has both 
organs enlarged and develops jaundice 
and another patient has the two signs and 
has a hemorrhage from the stomach. These 
different evidences are just as important 
in the conviction of a disease as any evi- 
dence used in the conviction of a criminal 
in our courts at law, for diagnosis is a 
very similar procedure, in that we convict, 
or acquit, a disease from the evidence found 
and hold all suspicious characters until we 
arrive at definite conclusions. 

How are we to know the value of all 
the symptoms and the possible groups of 
symptoms that are characteristic of any one 
disease? In other words, how are we to 
know the “foot-prints” of any disease? In 
the same manner as we know the finger- 
prints of a man, by having a blue print 
of the evidence on paper before our eyes. 
We must be able to get the facts or evi- 
dence of a disease before us before we will 
ever be able to arrive at scientific conclu- 
sions. This can be accomplished by the 
numbering of all of our symptoms and 
diseases, and their application, with these 
numbers, to each other in a cross-tabulated 
form, not for the purpose of making a 
mechanical device, slide rule or diagnostic 
machine, but to enable us to enjoy a scien- 
tific method of selection or elimination— 
one that will bring to light this long-hidden 
and mysterious knowledge which could not 
be transmitted from man to man; one 
through which we are able to check our 
diagnosis to see if the disease selected takes 
care of every symptom found; one that 
will make us re-examine our patient for 
more evidence when such evidence is 
needed to differentiate one disease from 
another; and more especially to bring us 
closer together in our final conclusions. 
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Tue Epitor 


A real editor is born, as much as an artist. He is one touched with 
the fundamental idea; his is the central desk never to grow cold. In him 
fuse the play of the pattern and the incessant labor of its carrying out; 
in him must blend the old insolubles, business and art-—W ILL LEVING- 
TON CoMFoRT, in The Glass Hive, Feb., 1932. 
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WITH OR AGAINST THE TIDE 


*“SCF°HERE is a tide in the affairs of men, 
which, taken at its flood, leads on to 
fortune.” 
During the past two years, the general 
practitioner has not been alert to recog- 


nize and duly prepared to take advantage 


of the tide of fortune. It would be bro- 
midic to state that the practice of medicine 
has changed and is changing, but only a 
small minority of the profession construc- 
tively realizes the true significance of the 
change. 

Yearly visitations of pestilence and 
seasonal devastating diseases have become 
rare or almost nonexistent, on account of 
the advances in scientific, preventive med- 
icine; surgery has attained to a high degree 
of mechanical excellence; yet there are 
multitudes of sufferers who need no surg- 
ery and who remain obstinately unrespon- 
sive to the most scientifically administered 
medication. There is no gainsaying the 
obvious fact that an increasing proportion 
of the public is non-surgically and non- 
medically inclined—that they are turning 
towards psychology, unscientific as well as 
scientific, or to physical or “natural” cura- 
tive methods, likewise unscientific as well 
as scientific. 

This tendency toward less surgery and 
less drug medication, with an increasing 


demand for physical therapy, must be prac- 
tically met and advantageously controlled 
by the physician, for the betterment of all 
concerned. Visitation of the sick becomes 
still more infrequent during “hard times,” 
and such curtailed service, rendered under 
adverse economic conditions, does not tend 
to produce the most satisfactory results. 

The physician owes a duty to the suffer- 
ing public, to his own family and to 
himself, personally. There is and always 
will be an increasing demand for expert 
attention which will alleviate chronic ail- 
ments and permit a larger number of pa- 
tients suffering from such conditions to 
resume or increase their vocational and 
avocational activities. For every person 
acutely sick and confined to bed, there are 
hundreds pursuing their daily business, 
who are in need of some professional atten- 
tion. They could be more or less measur- 
ably helped by a thorough health exam- 
ination and some simple, combined or 
adjunctive physical therapy treatment. It 
should not be forgotten that physical ther- 
apy includes a far wider range of treat- 
ment than is commonly presumed by the 
«uninformed. 

Physical therapy is mainly office treat- 
ment and attracts patients before they 
become bed-ridden or incapacitated for any 
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business activity and thus are unable to 
provide for their pecuniary needs. It is 
sound logic, good business and ethical 
practice to attract such patients, and to be 
adequately prepared, in every sense of this 
term, to care for such a practice. To edu- 
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cate the people to an understanding of 
the importance of preventive care, is to 
increase health efficiency and, thereby, 
decrease public health expenditures and 
economic waste. 


EG. wW. 


Hyperpiesis 
By Burton Baker Grover, M.D., Colorado Springs, Colo. 


HE essential factor in hyperpiesis is 

a rise in blood pressure, back of 

which there lies an etiology but, so 
far as our knowledge goes, there is no 
pathology. When high blood pressure is 
associated with discoverable pathology it is 
called hypertension. Hypertension may 
be a misleading term, but it has come 
into general use. However, its use should 
be confined, not to every accidental rise 
in blood pressure, but to cases in which 
the high pressure is permanent and asso- 
ciated with pathologic changes in some 
organ or organs of the body. Hyperpiesis 
is not the result but the cause of changes 
in the arterial tract. 


The incidence of hyperpiesis we have 
no means of ascertaining. However, about 
fifteen percent of all patients the physician 
is called upon to treat for various com- 
plaints have abnormal blood pressures. 

No man’s blood pressure is the same as 
his brother’s. No person’s blood pressure 
is the same from day to day or even from 
hour to hour. When physicians speak of 
normal blood pressure they mean that it 
is within the limits of the average variation 
in blood pressure in health. 

Diastolic pressure represents the basic 
values of the work of the heart, and in 
health is usually stable. Systolic pressure 
represents the added load during the heart's 
systole, and varies greatly under changing 
conditions. Under normal conditions the 
diastolic reading is two-thirds of the systolic. 
The normal variations of the systolic are 
from about 110 to 140 mm., and those of 
the diastolic from about 70 to 90 mm. The 
differential (pulse) pressure normally is 
about one-third of the systolic. 

Pulse pressure is often considered some- 
thing definite, whereas it is a term applied 
to the relative wave movements in blood 


vessels. The maximum or crest of the wave 
is called systolic pressure, because it occurs 
synchronously with the heart’s systole. The 
minimum or decrescent wave is called dias- 
tolic, because it occurs synchronously with 
the heart's diastole. The differential move- 
ment or amplitude of the wave is called 
pulse pressure, because the movement is 
recognized as the pulse. It does not repre- 
sent fully the heart load, but is some indi- 
cation of its value. 

The systolic pressure, when taken alone, 
is of little significance unless persistently 
high. Any change in the diastolic pressure 
from normal limitations is always signifi- 
cant. A persistently high diastolic has 
greater significance than any reading of the 
systolic. However, the blood pressure pic- 
ture is not complete without a considera- 
tion of the pulse rate in connection with 
the pressure. A high systolic suggests 
hyperpiesis; a high diastolic hypertension. 
My experience teaches that a patient with 
a high systolic pressure and normal dias- 
tolic and pulse rate is not necessarily 
flirting with death. On the other hand, 
with a persistent diastolic of 120 that can- 
not be reduced, the patient is courting 
disaster. 


SYMPTOM OR DISEASE? 


That high blood pressure is a symptom 
of vascular disease, is putting the cart be- 
fore the horse. It is the high pressures that 
do the mischief to the cardiovascular sys- 
tem. 

High blood pressure is essentially com- 
pensatory in the restoration of circulatory 
balance in emergencies, but to say that 
hyperpiesis is “essential” is to talk non- 
sense. 

Whether hyperpiesis is a symptom or 
a disease, I am inclined to accept the defini- 
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tion of Allbutt; “A malady in which, at 
or toward middle life, blood pressure rises 
excessively; a malady having a course of 
its own and deserving the name disease.” 


SYMPTOMS 


Usually hyperpiesis occurs in middle life, 
in persons who have inherited a poor 
quality of arterial tubing and vulnerability 
of organs to atheromatous degeneration, and 
is revealed only by the sphygmomanometer. 
The possessor enjoys what he terms perfect 
health. The duration of hyperpiesis is ex- 
ceedingly indefinite, probably not less than 
three years nor more than twenty years. 
However, there are hyperpietics who enjoy 
the condition for many years: In other 
words, they never cross the borderline into 
the field of hypertension. The systolic pres- 
sure is often very high—frequently higher 
than in hypertension—but the diastolic 
pressure remains practically normal. The 
systolic pressure is prone to be erratic, 
sometimes normal, always remittent, and 
may be intermittent. The blood picture is 
normal. Basal metabolism is likely to be in- 
creased. Slight emotional stress is followed 
quickly by a rapid rise in the systolic pres- 
sure without effect upon the diastolic. If 
there are symptoms such as throbbing and 
fullness of the head and neck, dyspnea 
however slight or insomnia, we must con- 
clude that we are dealing with hyperten- 
sion, even though we are unable to detect 
pathologic change in any bodily organ. 

The tendency of hyperpiesis is to ter- 
minate in hypertension, and hypertension 
terminates in uremia, apoplexy or cardiac 
bankruptcy. 

The majority of hyperpietic patients 
have a definite psychic makeup. They are 
leaders of “jolly corks.” They are rarely 
ill. They enjoy a sense of wellbeing which 
they term perfect health. Hyperpiesis is 
one disease which the patient really en- 
joys. The outstanding symptom of incipient 
hyperpiesis is perfect confidence of being 
physically fit. These people are capable of 
performing a great amount of physical and 
mental work. They are “hustlers” and 
their pass-word, “Let’s go!” 

In hyperpiesis all pressures fall to 
normal during restful sleep. If the dia- 
stolic pressure persists in exceeding 90 
during sleep, we are warranted in assum- 
ing that person has hypertension. 

While slight retinal hemorrhages are 
possible in hyperpiesis, marked changes in 
the retinal vessels point to similar changes 
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in some other organ of the body, in which 
case the condition recognized as hyperpiesis 
has passed and we are dealing with a 
probable kidney lesion. 

Anginal oppression may or may not be 
associated with high blood pressure. When 
it is so associated, we are dealing with 
some lesion of the aorta or coronary vessels. 

Arterial pressure should not be con- 
sidered pathologically high unless the 
diastolic pressure is persistently above 100. 
The diastolic pressure is the indicator of 
the load the heart must constantly carry, 
as well as the amount of continuous strain 
to which the arteries are subjected. If the 
diastolic pressure is maintained at or above 
130, the outlook is not good for the pa- 
tient to survive longer than two years; 
indeed, the duration of life may be much 
shorter. A gradual rise of the diastolic 
pressure is a bad omen; conversely a grad- 
ual fall is of good import. A gradual de- 
crease in amplitude of the differential 
(pulse) pressure is very significant of 
cardiorenal disease. 


ETIOLOGY 


Many theories and hypotheses have been 
advanced to account for high blood pres- 
sure, among which are: mechanical theory, 
endocrine theory, autointoxication theory, 
focal infection theory, epinephrin theory, 
renin theory, calcium deficiency hypothe- 
sis, cholesterol theory, guanidine theory 
and the Bradley Baker theory of lesions of 
the arterioles of the medulla oblongata 

Although not substantiated, it is not im- 
probable that a factor in the etiology lies 
in the electronic changes in the cells and 
their lipoidal structures, brought about by 
chemical irritants, the product of perverted 
metabolism. The colloidal, osmotic and 
ionic function of cells is under direct con- 
trol of the vegetative nervous system. 
Stimulation of the sympathetic from me- 
chanical, chemical or electrical sources will 
cause a rise in blood pressure. 

Psychic disturbances, such as shock, fear, 
worry, etc., are the mischief makers in 
cellular physiology. Sympathetic stimula- 
tion will alter metabolism and permit, if 
not cause, the formation of toxic meta- 
bolites. Under the influence of these meta- 
bolites circulating in the blood, the systolic 
pressure rises. 

High systolic pressure may persist for 
years, depending upon the inherited quality 
of the arterial tubing, before the appear- 





May, 1932 


ance of subjective symptoms. Synchron- 
ously with the appearance of symptoms, 
the diastolic pressure rises and the condi- 
tion is on the borderline between hyper- 
piesis and hypertension. After passing the 
borderline into the field of hypertension, 
pathologic changes become evident. George 
Johnson was first to demonstrate hyper- 
trophy of the muscular coat of the tunica 
media. Allbutt says, “My own impression 
is that the state is one of increased tone 
only, under the influence of some ergot- 
like poison.” 

A permanent hyperpiesis is the most 
constant cause of cardiovascular disease. 
Contrary to general accepted opinion, in- 
fections, acute or chronic, are of minor 
importance as a source of atheromatous 
degeneration. 

Inheritance seems to be a factor in de- 
termining whether or not an individual 
will ever develop cardiovascular disease, 
and also seems to govern the time in life 
when hyperpiesis may appear. If we in- 
herit a substantial cardiovascular tract and 
a stable nervous system, the fight for long- 
evity is practically won. 

No theory attempting to solve the prob- 
lem of etiology of hyperpiesis is adequate 
which does not take into consideration the 
vegetative nervous system. Personally, I 
can conceive no hypothesis for elucidation 
so simple and satisfactory, so adequate and 
so in accord with existing scientific in- 
ference, as the conclusion that the initial 
causative factor in hyperpiesis is a per- 
version of vasomotor physiology. 


TREATMENT 


The fact that hyperpiesis is characterized 
by remissions and intermissions, points to 
a curable condition, if we know the proper 
measures to employ. 

It is not to be expected that a person 
who feels exhilarated from an added input 
of blood to the brain will seek the advice 
of a physician, and if he be told that treat- 
ment is advisable, he will probably think 
the physician mercenary. 

Incidental rises in blood pressure due to 
some transient toxemia may be relieved by 
a few doses of calomel. Heart conscious- 
ness and substernal uneasiness of vaso- 
motor origin are temporarily relieved by 
small doses of phenobarbital. If it be 
granted that the endocrine glands are con- 
cerned in a rise of blood pressure, the 
problem of its control along the lines of 
glandular therapy is too complex to be of 


HYPERPIESIS 


367 


much avail. However, I have seen a few 
cases of climacteric hyperpiesis which 
seemed to be benefited by the administra- 
tion of extract of corpus luteum. Some 
cases are relieved by the administration of 
dilute hydrochloric acid, and the improved 
condition is often quite lasting. Colonic 
irrigations are beneficial in cases of socalled 
intestinal toxemia. Lurking foci of infec- 
tion should be searched for. However, 
when known to exist, their removal seldom 
has a favorable reaction on blood pressure. 

Many cases of hyperpiesis react favor- 
ably to Fluid Extract of Dioscorea (wild 
yam) in 15 minim doses, three times 
a day. 

Whether spa treatment is successful or 
not, depends largely upon the physician in 
charge, surely not upon the particular 
chemical composition of the water. A warm 
bath (likewise a cold one) raises blood 
pressure. The reported benefits of hydro- 
therapy in hyperpiesis come from those 
physicians who are proficient in the use 
of these measures. The general practitioner 
is not competent to employ hydrothera- 
peutic measures. If he feels that such 
treatment is indicated, the patient should 
be referred to an institution particularly 
equipped with hydrotherapeutic agencies. 

Without disparaging other methods of 
treatment, it can be truthfully said that 
more can be done toward prevention of 
cardiovascular disease by the proper appli- 
cation of high-frequency currents than we 
have ever before thought possible. 

The successful management of hyper- 
piesis depends largely upon our familiarity 
with the physiologic action of the sympa- 
thetic nervous system. 

A study of the characteristics of the dif- 
ferent currents employed, in relation to the 
effect upon the sympathetic system, is the 
determining factor in the treatment. He 
who employs autocondensation must be 
familiar with the peculiarities of his par- 
ticular machine. The machine circuit must 
be in resonance at some known frequency. 
It is likewise important that the patient's 
circuit be in resonance. With vario-fre- 
quency machines, this may be accomplished 
by painstaking technic. With other ma- 
chines, resonance may be accomplished by 
the introduction into the circuit of the 
proper amount of inductance to balance 
the capacity of the patient. 

The treatment of high blood pressure 
by autocondensation, without individuali- 
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zation of the patient, will prove a dismal 
failure. Failures may also be due to want 
of cooperation on the part of the patient. 
However, most failures are due to the 
operator. In practically every case of 
hyperpiesis the systolic pressure can be 
reduced to normal and be maintained 
there by proper methods of living. A case 
of high blood pressure in which the proper 
use of autocondensation fails to reduce the 
pressure to normal, must belong to the 
hypertensive group, regardless of our 
failure to recognize a pathologic lesion 

It would seem superfluous to mention that 
no two cases of hyperpiesis are exactly 
alike, hence the necessity of a study of 
each case, as well as the choice of auto- 
condensation factors which are: type of 
current; voltage; amperage; frequency; re- 
sonance; and time. As a general proposi- 
tion we choose currents of quantity, medium 
voltage and moderately high amperage; fre- 
quency, high; patient's circuit always in 
resonance; time, variable (ordinarily 10 to 
15 minutes). Plethoric patients, especially 
those addicted to alcohol or overindulgence 
in carbohydrates, should be treated with a 
high-tension current of an intensity sufh- 
cient to provoke profuse perspiration. The 
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Admission to List of Physicians Specializing 
in Radiology 


HE Council on Medical Education and 

Hospitals of the American Medical 
Association has completed its list of accept- 
able radiologic laboratories and depart- 
ments of radiology, which includes an 
approval list of operators. 

The essentials for admission to the list 
of physicians specializing in radiology are 
presented in J.A.M.A., March 19, 1932. 
The most important of these are given 


below: 
PHYSICIANS ELIGIBLE 


Consideration for admission to the list 
is open to all regular licensed physicians 
engaged in radiologic work in accordance 
with the essentials, whether connected with 
a hospital or conducting an independent 
laboratory. 
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meter reading and time must be left to 
the judgment of the operator. 

Assuming hyperpiesis to be due to im- 
balance of the sympathetic system, the ra- 
tional treatment is one which promotes 
sympathetic tranquillity, and every electro- 
physiologist knows that this can be accom- 
plished by the proper application of high- 
frequency currents. 

Hyperpiesis is a chronic affection and, 
to establish the value of any form of treat- 
ment, it must be persistent over a long 
period of time. 

It is thought by many that blood pres- 
sure is compensatory, its rise is essential, 
and therefore it should not be reduced. 
The compensatory regulation of blood 
pressure is essential to the normal indi- 
vidual, to protect him in emergencies, but 
there is no evidence to substantiate the 
theory that the reduction of abnormally 
high blood pressure diminishes renal func- 
tion or lessens the efficiency of the heart; 
on the other hand, there is an abundance 
of proof to substantiate the statement that 
the reduction of abnormally high blood 
pressure by physical measures comforts the 
patient, adds to his usefulness and pro- 
longs his life. 


CLINICAL MISCELLANY | 


QUALIFICATIONS 


1.—The candidate shall be a graduate 
of a medical school that is approved by 
the Council on Medical Education and 
Hospitals and shall be licensed to practice 
medicine in the state in which his depart- 
ment is located. He shall also have had 
special training, such as is approved by the 
Council, in radiology, roentgenology or 
radium therapy at an acceptable school— 
preceptorship, hospital or clinic, depart- 
ment of radiology, roentgenology, or ra- 
dium therapy—for a period of at least 
three years, or, in lieu of such training, 
shall have had a minimum of five years’ 
experience in the exclusive practice of radi- 
ology, roentgenology or radium therapy. 
He must be a man of good standing in 
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the medical profession, and particularly 
among those specializing in radiology. He 
shall either be on a full-time basis or have 
definite hours of attendance at the depart- 
ment, such hours to be ample to insure the 
element of medical consultation in every 
examination or treatment. 

2.—The department shall be under the 
direction of a physician radiologist, roent- 
genologist or radium therapist, as the cir- 
cumstances may require. The director shall 
be responsible for all examinations and 
treatments. He shall be responsible for all 
professional assistants and for the efficient 
maintenance of the department. 

Physicians employed by laboratories 
which are under lay control and direction 
will not be eligible for consideration for 
this listing. 

3.—Assistants. The director may have a 
corps of qualified medical and technical 
assistants responsible to him, and for whom 
he is responsible, to carry out accurately 
the various functions of the department. 


SCOPE 


A department of radiology should be 
able to render all of the following services: 

1.—Roentgenography, simple or stereo- 
scopic, of any part of the body, with med- 
ical interpretation of the roentgenographic 
observations, and under satisfactory condi- 
tions for the protection of the patient 
and of the professional and technical per- 
sonnel. 

2.—Roentgenoscopy of any part of the 
body, in any position, with or without 
opaque mediums, with medical interpreta- 
tion of the roentgenoscopic observations, 
and under satisfactory conditions for the 
protection of the patient and the pro- 
fessional and technical personnel. 

3.—Roentgenotherapy of all benign and 
malignant diseases amenable to such treat- 
ment, with roentgen rays generated at low, 
moderate or high voltage (long, medium or 
short wave length) as the conditions may 
require, and under satisfactory conditions 
for the protection of the patient and of 
the professional and technical personnel. 

4.—Radium therapy of all benign and 
malignant diseases amenable to such treat- 
ment, with an adequate quantity of radium 
clement or emanation, and under satisfac- 
tory conditions for the protection of the 
patient and of the professional and tech- 
nical personnel. 

5 —Ultraviolet therapy, general or local, 
with satisfactory air-cooled and water- 
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cooled quartz mercury lamps or carbon arc 
lamps with suitable quartz and other ap- 
plicators for irradiation of cavities, sinuses 
or the superficial lesions under pressure, 
and under satisfactory conditions for the 
protection of the patient and of the pro- 
fessional or technical personnel. This stipu- 
lation is not mandatory, but the Council 
recommends that every department of 
radiology be equipped for ultraviolet ther- 
apy or that the ultraviolet equipment of 
hospitals be placed in the department of 
radiology. Ultraviolet treatment by the de- 
partment of physical therapy shall not he 
countenanced unless such department is 
under the control and supervision of a 
medical director who has specialized in 
radiology. 


A department of roentgenology should 
be able to render the services specified 
under 1, 2 and 3. 


A department of diagnostic roentgen- 
ology should be able to render the services 
specified under 1 and 2. 


A department of therapeutic roentgen- 
ology should be able to render the services 
specified under 3. 


A department of radium therapy should 
be able to render the services specified in 4. 


EtHIcs, FEES AND PUBLICITY 


Radiology is a special type of medical 
practice and the physician practicing radi- 
ology is subject to the same rules of special 
training and conduct that govern his fellow 
specialists in the practice of medicine and 
surgery. The Principles of Medical Ethics 
of the American Medical Association shall 
apply in all cases. The fees charged for 
radiologic services shall be under the con- 
trol of the director of the department. All 
systems of rebates, discounts, special group 
rates, etc., shall be considered unethical, 
except that, where the patient’s economic 
status is the determining factor, the radi- 
ologist, like his fellow physician in medi- 
cine or surgery, may waive part or all of 
the fee. 


The publicity of a department of radi- 
ology, roentgenology or radium therapy 
should be in professional good taste and 
limited to statements of fact as to name, 
address and telephone number; names and 
titles of the director and other active re- 
sponsible personnel; field of work covered, 
office hours, directions for referring pa- 
tients, and so forth. It should not contain 
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misleading statements or claims of unusual 
superiority. It should not advocate medical 
fads nor lay undue stress on the impor- 
tance of roentgenologic observations. On 
the letterheads or any other form of pub- 
licity, only the names of those rendering 
regular services to the department should 
appear as being connected with the de- 
partment. Advertising matter should be 
directed only to physicians, either through 
bulletins or through recognized technical 
journals, and never to the nonprofessional 
public, as, for example, by announcements 
in popular journals and periodicals, cir- 
culars, pamphlets or telephone lists. 


ADMISSION TO THE APPROVED LIST 


Only when the physician is the director 
or is affliated with a department of 
radiology, roentgenology or radium 
therapy, in which the personnel, space, 
equipment, management, finances and rec- 
ords are such as will insure honest, efficient 
and accurate work, may he expect to be 
listed. Physicians desiring to be considered 
for the approved list should apply to the 
Council on Medical Education and Hos- 
pitals of the American Medical Associa- 
tion, 535 North Dearborn Street, Chicago. 

The other essentials include definitions, 
housing, equipment, protection, keeping of 
records, reports and library. 

The names of 1,003 physicians special- 
izing in radiology are published, arranged 
according to states. 
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Misuse of Physical Therapy by 
Practitioners 


ANY physicians are, perhaps unin- 
M tentionally, becoming semi-quacks 
because they have an ultraviolet lamp, a 
desiccating machine or an x-ray apparatus 
in their offices, and it is easier to turn a 
switch, do something to the patient and 
collect a fee than to attempt a diagnosis. 
Secondary syphilitic lesions mistaken for 
psoriasis and lupus erythematosus for 
lupus vulgaris, are typical examples of 
conditions being treated by ultraviolet and 
x-ray appliances, because of improper diag- 
nosis:—Drs. H. T. PHILuips and W. J. 
Morcinson in West Virginia M. J., Mar., 
1931. 


X-Ray Examination of the Coccyx 
[a attention has been paid in the 


past to the roentgen-ray examination 
of the coccyx. Lateral views are almost 
necessary in a film study of this area. 

The normal coccyx has many variations 
of length, curvature, fusion and bony 
markings which may cause confusion in 
interpretation. 

Complete and true dislocations, either of 
one segment or of the entire coccyx, can 
probably be easily detected on the films. 
Minor displacements may create doubt.— 
Dr. C. S. OAKMAN, of Muncie, Ind., in 
Radiology, Oct., 1931. 


RECENT ABSTRACTS 


The Status of Light Therapy 


The present scientific and practical aspects of 
light therapy are given by Dr. E. Mayer, of 
Saranac Lake, N. Y., in J.A.M.A., Jan. 16, 
1932. 

The action of light on the body is, in all 
probability, an indirect one, by way of the 
cutaneous cells. nerves and blood vessels. Ultra- 
violet rays, for the most part, are absorbed by 
the epidermis. Deeper penetration of the longer 
visible rays and of the shorter infrared rays 
may allow of some slight direct action, but 
there is little cause to believe that this can be 
of much direct therapeutic value. Therefore, 
penetration should not be stressed as the factor 
for the interpretation of physiologic effects. 

With regard to clinical results, it has been 
scientifically proved that a certain region of 
ultraviolet radiation produces a vitamin D-like 
substance and it therefore favorably affects 


calcium metabolism in calcium-deficient diseases. 
Thus, clinically, ultraviolet is most effective in 
rickets, tetany and osteomalacia. Its value in 
overcoming demineralization of the pregnant 
and nursing mother presents favorable sub- 
stantial evidence. The empiric results are 
strongly impressive when light is used as an 
aid in certain skin diseases, superficial ulcera- 
tions and many forms of extrapulmonary tuber- 
culosis. 

Serious workers will deplore the extravagant 
claims which have from time to time been made 
for the therapeutic effectiveness of ultraviolet 
radiation covering so many diseases that it is 
impossible to enumerate the entire list. It must 
be left to the future to substantiate or disprove 
reputed favorable clinical results in conditions 
such as secondary and pernicious anemias. 
nasal sinusitis, hay fever, common colds, catarrh, 
asthma or carbon monoxide poisoning and many 
skin diseases. 
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In skin diseases, ultraviolet irradiation has 
proved truly of great value, when used locally 
and generally in the treatment of lupus vulgaris 
and scrofuloderma. It has occasionally been 
useful in other conditions. 

In tuberculosis, light of any form, by itself, 
is not curative, but is only one of the impor- 
tant adjuvants in treatment. 

In the author's experience with the use of 
the quartz mercury vapor lamp as an adjuvant, 
the most favorable response has been en- 
countered in intestinal tuberculosis. 

From the present status of light therapy, 
the author thinks it is evident that harm may 
be done by the injudicious and uninformed use 
of light. Valuable as this method has proved 
itself to be in a limited number of diseases, it 
is surely clear that much more investigation 
and many more scientific data are required 
before light should be generally prescribed by 
those unfamiliar with the contraindications and 
the details of its application. 


Hemorrhoidectomy by High- 
Frequency Current 
In Am. J. Surg., Dec. 1931, Dr. W. Bier- 


man, of New York, refers to the excellent re- 
sults of the treatment of hemorrhoids by the 
high-frequency current. 


Iwo active Electrodes 


Coagulates only 
between Jaws 


Fig. 1. 


Replies to a questionnaire have shown that 
the operation (performed under local anesthe- 
sia with novocaine, procaine, Butyn or quinine- 
urea hydrochloride) is generally satisfactory. 


Fig. 2. 
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There is but little local pain. The application 
of some ointment such as Butesin Picrate to the 
region helps to lubricate it. Outside of time of 
defecation, pain is rare. Secondary hemorrrhage 
is extremely rare. 


The procedure most generally employed is 
electrocoagulation. This current is a bi-terminal 
one, with the same hook-up as that utilized in 
the usual medical diathermy, except that the 
current concentration is much greater, so as to 
produce an actually destructive action. 


There are two methods of application: One 
is the use of a large dispersing electrode placed 
upon the skin in any part of the body, while 
the active electrode rests on the area to be 
destroyed. The other technic is the use of a 
device consisting, essentially, of two active elec- 
trodes held in a clamp, so as to permit their 
synchronous application on either side of the 
hemorrhoidal tissue. 


The author personally employs the pointed 
active electrode, where the tissues cannot be 
grasped by means of the electrosurgical clamp 
(See Fig. 1-C). The use of the author's electro- 
surgical clamp is preferable in every case where 
it is possible to apply it, because the destroyed 
area is more definitely delimited. The area is 
destroyed exactly as desired, permitting the 
immediate removal of the hemmorrhoid (see 


Fig. 1-A and B). 


Ove active 
£lectrode 


Inactive Electrode 


Electrocoagulation of hemorrhoid by Bier man’s clamp and by a pointed electrode. 


The action of this electrosurgical clamp is in 
no way comparable to that of the ordinary 
surgical clamp which compresses the tissue at 
the base of the hemorrhoid. The electrosurgical 


hemorrhoid clamp. 
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Fig. 3. 


clamp has only very slight compressive action, 
being so constructed that its jaws are separated 
where they are applied against the hemorrhoid. 
The very purpose of this separation is to pre- 
vent compression of the hemorrhoidal tissues, 
thus insuring a broad base which can be coagu- 
lated by the action of the electric current. The 
destructive action actually occurs within the 
tissues embraced by the clamp. The clamp is 
shown in the accompanying illustration (Pig. 2). 

After the base of the hemorrhoid has been 
coagulated, the area above it may be removed 
by means of scissors, scalpel or the electric 
cutting current (Fig. 3). 


Treatment of Hay-Fever by Ultra- 
violet Rays 


In Brit. J. Physical Med., June, 1931, Dr. 
A. J. Cemach, of Vienna, discusses his method 
of treatment of hay-fever by irradiation with 
blue-filtered quartz rays. He uses a Kromayer 
water-cooled mercury-vapor lamp, the quartz 
window of which is closed by a cover in which 
the Uviol filter is inserted. A holder with a 
flexible spring (which is the crux of the whole 
technic of internal irradiation of the nose) holds 
a quartz rod applicator in position. The tube is 
designed to emit rays from one end only. 


The nose is anesthetized with 10-percent 
cocaine solution and the rod is, after practice, 
easily introduced into the nasal cavity before the 
rays are switched on. 


The author suggests that treatments begin 
with 1% to 2 minutes exposure, with a new 
lamp. If there is no strong reaction, double 
the dose after 2 days. Add an additional minute 
after 2 days and continue adding 1 minute at 
the same or shorter intervals according to cir- 
cumstances. 


The results are stated to be quite satisfactory. 
Over 80 percent of the patients recover their 
health and are able to resume their usual 
occupations. 


Hay-Fever Treated by Zinc 
Ionization 


In Brit. M. J., June 27, 1931, Dr. P. Franklin 
states that he has obtained uniformly succecs- 
ful cures of hay-fever by intranasal zinc ioniza- 
tion in 25 cases. The majority require two 
treatments, but in some cases one suffices. 

The intranasal mucosa is covered with thin 
layers of absorbent cotton, soaked in a 1-per- 
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cent solution of zinc sulphate in distilled 
water. Particular care should be taken to 
cover the middle turbinate and the adjacent 
septal mucous membrane. 

A zinc terminal is placed in each nostril 
and connected with the pocitive pole of a 
galvanic battery. The indifferent electrode is 
applied to the forearm or hand. A current 
of 3 to 5 milliamperes is passed for fifteen 
to twenty minutes. The treatment may be 
applied before or during the attack. 


Underwater Gymnastics 


Muscle reeducation under water is not smim. 
ming, and there is danger that swimming in- 
structors will get the idea that they are compe- 
tent to treat paralytic and other types of cases 
in the water. 


In J.A.M.A., Oct. 10, 1931, Dr. C. L. Low- 
man, of Los Angeles, states that the technician 
to carry out underwater gymnastics should be 
specially trained. This treatment of muscle re- 
education is not confined to poliomyelitic pa- 
tients, but is applicable in many other conditions: 
in special types of fractures at particular stages 
of recovery; following the plaster casts for 
scoliosis; in certain cases of ankylosis; etc. 

The value of the treatment is physical, not 
chemical. The buoyancy of the water makes it 
easier to move a limb or to walk as the weight 
is, to a certain extent, lifted off the extremity. 
Particular precautions against over-exertion, 
chilling or unnecessary movements are called 
for and come within the scope of the technician 
carrying out the physician's orders. 


Ultraviolet Rays and Sunburn 


There is, according to W. W. Coblentz, 
Ph.D., D. Sc., of Washington, D.C., writing 
in J.A.M.A., Dec. 26, 1931, a great difference 
in the physiologic action of the ultraviolet rays 
of wavelengths less than 265 millimicrons from 
artificial sources (absent in sunlight), as com- 
pared with the wavelengths from 310 to 315 
millimicrons, which are very intense in sunlight. 
The ultraviolet rays of wavelengths in the re- 
gion of 254 millimicrons do not penetrate 
deeply into the skin, the erythema produced is 
superficial, and an overexposure of several 
times the dosages required to produce a minimal 
perceptible erythema does not produce a blister. 


In contrast, if the untanned skin is exposed 
to the more deeply penetrating rays of wave- 
lengths 310 millimicrons and longer, for an 
interval that is only slightly longer than the 
dosage time required to produce a minimal per- 
ceptible erythema, a painful blister is produced. 


During the past summer, physiologic tests 
were made, measured amounts of ultraviolet 
radiation from artificial sources and from the 
sun being used. The observed time of exposure 
to the clear noonday sun (which was in good 
agreement with the calculated time of exposure 
based on measurements with a newly designed 
intensity “dosage” meter) to produce a minimal 
perceptible erythema was twenty minutes, 
whereas an exposure of thirty minutes produced 
a painful burn. 


While these facts are known to a few, it 
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will require a long time to inform the public of 
the importance of properly timing the sunbath 
in order to avoid severe burns. In the mean- 
time, office workers, store clerks, and the like 
will suddenly emerge from their daily routine 
for two weeks’ vacation, and, without any pre* 
liminary systematic timing of the exposure of 
the untanned parts of the body, will bask in 
the summer sun for hours (instead of from 
fifteen to twenty minutes) and, as a result, will 
suffer painful burns that could have been 
avoided if a warning had been given. 


BOOKS 


Pillsbury: X-Ray Manual 


Unitep States Army X-Ray MaAanuat. 
Authorized By The Surgeon-General of the 
Army. Second Edition, Rewritten and Edited by 
Lt. Col. H. C. Pillsbury, M.C., U.S.A: 228 
Illustrations. New York: Paul B. Hoeber, Inc. 
1932. Price $5.00. 

The original edition of this manual, which 
was published in 1918, was intended chiefly to 
meet the problems of war service. The present 
edition has been revised so as to make the book 
a complete epitome of x-ray technical practice, 
diagnostically and therapeutically. 


The section on physics has been rewritten and 
descriptions given of newer apparatus and de- 
velopments; technique is consolidated into one 
main chapter. The localization of foreign bodies, 
especially in the head, receives special considera- 
tion. The sections on interpretations have been 
brought up to date. 


The manual may be used with profit by any 
practical worker in roentgenology. 


Liepman & Danelius: Roentgenology 
in Obstetrics 


GEBURTSHELFER UND RONTGENBILD; Erwei- 
terung und Erneuerung der Geburtshilfe durch 
die Réntgendiagnostik. Von Universitatspro- 


fessor Dr. Wilhelm Liepman, Direktor des 
Deutschen Instituts fiir Frauenkunde und der 
Frauenklinik “‘Cecilienhaus,” Berlin, und Dr. 
Gerhard Danelius, Assistenzarzt am Strahlenin- 
stitut des “‘Cecilienhaus.”” Mit 160 Abbildungen. 
Berlin und Wien: Urban & Schwarzenberg. 
3932. Price geh. RM 25.— geb. RM 28.— 


This well-printed and extensively illustrated 
monograph shows the possibilities of roentgeno- 
logy in pregnancy and obstetrics. In normal 
pregnancy the position and situs of the fetus 
can be determined with accuracy. Much infor. 
mation is also deducible regarding the mechanics 
of labor. The diagnosis a twin-pregnancy and 
the recognition of fetal monsters has long been 
recognized as a province of obstetrics in which 
the x-ray is valuable. 
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Knothe: Roentgenography of the 
Colonic Mucosa 


Dre DicKkDARMSCHLEIMHAUT, 
MALE UND PATHOLOGISCHE FUNKTION IM 
RONTGENBILDE. Von Priv.-Doz. Dr. Werner 
Knothe, Leiter der Réontgenabteilug der II. 
medizinischen Universitatsklinik der Charité, 
Berlin (Direktor: Prof. G. V. Bergmann). Mit 
113 Abbildungen. Leipzig: George Thieme, 
Verlag. 1932. Price M. 8.—. 

This monograph treats of the roentgen as- 
pects of the normal and pathologic colonic 
mucosa. It is based on the author's experience 
as chief roentgenologist in v. Bergmann’s Clinic 
in the Charite Hospital, Berlin. 


Ture Nor- 





NEWS NOTES 


© Keystone View Co. 


A Giant X-Ray Tube 


We have been hearing much about 
gigantic x-ray tubes and their phenomenal 
powers. Here is one of them—900,000 
volts and generating rays that will pierce 
four inches of armor plate! 

This huge apparatus, built in the General 
Electric Laboratories, Schenectady, N. Y., 
goes to the Memorial Hospital, New York 
City, for use in cancer research. 


Roentgenograms of the Teeth 


More than half of the March-April, 
1932, issue of Radiography and Clinical 
Photography is devoted to a fully illus- 
trated discussion of the technic of roent- 
genography of the teeth, which should be of 
great value to all dentists and roentgen- 
ologists. A copy can be secured from the 
Eastman Kodak Co. (Medical Depart- 
ment), Rochester, N. Y. 


————_»- ei 
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{NOTE: Our readers are cordially invited to submit fully worked up problems 
to the Seminar and to take part in the discussion of any or all problems submitted. 

Discussions should reach this office not later than the 5th of the month following 
the appearance of the problem. 

Address all communications intended for this department to The Seminar, care 
CLINICAL MEDICINE AND SURGERY, North Chicago, IIl.} 


PROBLEM No. 3 (MEDICAL) 
Submitted by Dr. C. H. Kennedy, 
Ft. Smith, Ark. 

(See CLIN. MED. AND SurRG., Mar., 1932, 
p. 208) 


Recapitulation: The patient is a girl of 
12 years, tall and ten pounds underweight, 
nervous and quick-tempered. Her mother 
was suspected of having tuberculosis in 
childhood, but is now well. Her maternal 
grandfather may be tuberculous and has 
“cardiac asthma.” The patient and her 
mother have lived with the grandparents 
for six years. There is a history of close 
contact for several months with a proved 
tuberculous patient. 


Present illness began thirteen months 
ago, appearing like urticaria, but the erup- 
tion became darker and left the skin rough 
and scaly. There was little or no itching. 
This eruption appeared all over the body 
and persisted for two weeks, accompanied 
by fever up to 102°F., anorexia and some 
nausea and vomiting. These attacks have 
recurred, with intervals of from two to 
six weeks, during which the patient im- 
proves, ever since. These eruptive attacks 
have sometimes followed emotional excite- 
ment, coming on promptly but lasting only 
a day or two. 

With the recurrent attacks, arthritis has 
sometimes appeared, affecting practically 
all joints, especially the knees and elbows. 

A very severe attack occurred in De- 
cember, 1931, with fever to 104°F.; pulse, 
140; respirations, 50; severe pain in the 
back, requiring opiates, and meningismus; 
general tenderness all over the body; mod- 
erate tympanites; and cough, with blood- 
flecked sputum. Fluid appeared in the 
pleural cavity suddenly, and disappeared 


with equal suddenness. The attack lasted 
five days. 

Physical Examination, essentially nega- 
tive, except for slight retraction of the sub- 
clavicular spaces, a slight respiratory rough- 
ness over the lungs and a pulse running 
90 to 95. 

Laboratory Findings: Urinary specific 
gravity, 1.008; acidity rather high, slight 
trace of albumin on two occasions (during 
the severe attack, urine was loaded with 
albumin, pus cells and casts, but has now 
cleared up). 

The blood shows a negative Wassermann 
reaction and no malarial parasites; red cells 
and hemoglobin reduced one-third; leuko- 
cytes, normal. 

The Mantoux intradermal test for tuber- 
culosis, the sputum and a roentgenogram of 
the chest (made about a year ago) were 
all negative. 

Requirement : 
treatment. 


Suggest diagnosis and 


Discussion BY Dr. E. C. JUNGER, 
SotpieR, IA. 


This girl lives in the South, where in- 
sects and infection are more abundant and 
perhaps sanitation is not of the best. She 
is also undernourished, which makes her 
much more susceptible to infection. 

She has a periodic flooding of her cir- 
culation by toxins, bacteria, or perhaps 
plasmodia, coming possibly from the spleen, 
bowel or a diverticulum. Her abdominal 
distention, pain and bowel irregularity in- 
dicate that the cause of the trouble is 
in the abdomen. 

I believe that this girl has tuberculosis 
of the kidney and probably of the mesen- 
teric glands, plus some lung involvement 
—pleurisy with effusion points that way. 
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This patient needs sunshine, rest, good 
nourishment, viosterol, etc.; possibly sur- 
gery to the lung (pneumothorax) and kid- 
ney, if only one is involved. 

The prognosis is not very favorable. 


Discussion BY Dr. I. L. SHERRY, 
CHICAGO, ILL. 


Dr. Kennedy’s patient is evidently suf- 
fering from chronic rheumatism which, in 
childhood, is usually a general infection, 
rather than the local arthritic infection of 
adults. The skin lesion indicates a rheu- 
matic diathesis, and is probably dermatitis 
rheumatica. - 

Evidently there is also a neuropathic 
constitutional factor underlying the whole, 
which I deduce from Dr. K’s account of 
the patient being “erratic, suspicious, and 
quick-tempered, etc”; from his description 
of the urticarial inception of the rash; and 
from the protean nature of the attack of 
December, 1931, including the meningeal 
symptoms. The patient is the type that is 
likely to develop chorea as a sequel of her 
rheumatic infection. 

The very protean nature of the attack 
of illness in December renders it difficult 
to make any intelligent diagnosis. It could 
quite possibly have been an acute exacer- 
bation of the rheumatic infection. Acute 
septic meningitis could have been ruled 
out by a spinal puncture, which was not 
done. 

The tenderness in the bladder region, 
the difficult urination, the pain in the kid- 
ney region, the abdominal tenderness, plus 
the presence of pus in an acid urine, point 
strongly to an acute pyelo-cystitis. 

I cannot account for the presence of 
fluid in the pleural cavity and its sudden 
disappearance, in this attack of Dec., 1931. 

Dr. K. says that the white count was 
“about normal,” but does not say when. 
If there was a leucopenia during this par’ 
ticular attack, it would be impossible to 
account for it in the case of pyelo-cystitis 
or acute septic meningitis. Leucopenia sug- 
gests to me another possible diagnosis, 
typhoid fever. The high temperature which 
developed gradually; the abdominal pain; 
the meningeal symptoms; the cough; the 
diarrhea, all are common symptoms in this 
disease. However, while the blood was ex- 
amined for malaria, a Widal test was not 
done. 


Leucopenia occurs also in uncomplicated 
tuberculous infection, but I do not think 
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there was any tuberculosis here, in spite 
of the tuberculous family history. The 
negative roentgenogram of the chest, the 
negative sputum and the negative Mantoux 
reaction, are all hard to ignore. 

My diagnosis, therefore, is chronic rheu- 
matism and rheumatic dermatitis. 

My suggestions for treatment are as 
follows: 

1.—Removal of tonsils. 

2.—Careful search for other foci of in 
fection, and their eradication when found. 

3.—Intensive and continual (not con- 
tinuous) administration of salicylates. 

4—Tonic treatment (including cod- 
liver oil, iron and arsenic, heliotherapy, 
and nourishing diet). 

5.—Hygienic treatment (regular hours 
of sleep, fresh air, regular habits of work 
and recreation). 


Discussion BY Dr. E. O. Houpa, 
TACOMA, WASH. 


This case, like all irregular ones that fail 
to fit a specific syndrome, involves the 
principles of original research for its so- 
lution. In other words, find its facts, 
particularly those related to its primary 
cause. 

Offhand, it certainly fails to simulate a 
syndrome of the more readily recognizable 
diseases. Since some necessary fumbling 
must be done, it is not out of place to 
view it as an unknown disease, regardless 
of the fact that it does resemble, in an 
irregular manner, certain rheumatoid der- 
matoses. 

There is but one primary and basic cause 
of every thing that is the subject of specific 
change. While it is common to plunge 
into the consideration of biochemistry, en- 
docrinology, allergies, “thresholds,” inter- 
balances, etc., the basic etiologic factor is 
generally passed by rather casually, under 
the vague term, “toxemia.” 

Every disease, at least those of etiologic- 
ally determined causes, is associated, in 
some manner, with at least one toxic fac’ 
tor; that derived from its genetic factor. 
The nature of the toxins of microorganic 
forms of life and the manner of body and 
tissue reaction to each of them, determine 
our ability to distinguish between diseases. 
It may be a far cry between the beginning 
and late stages of a disease, but from an 
etiologic viewpoint the primary cause re- 
mains the same, throughout the entire 
course of active disease. 
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That this patient is suffering with some 
infection of a primary nature, may be 
taken as true. From the tests that have 
been cited, this primary cause has not been 
determined, so far. Until it is determined, 
treatment must remain empiric. 


I believe that the cause in this case, even 
if not demonstrable through routine meth- 
ods, is demonstrable through recently de- 
veloped dark-field studies of the blood 
serum, particularly of serum obtained dur- 
ing an exacerbation, and suggest that such 
test be made of her blood serum by one 
equipped in dark-field technics. 


Should the serum give positive evidences 
of the presence of actively motile coccoid 
bodies, similar to those found in erythema 
nodosum and other rheumatoid derma- 
toses, then several ounces of blood should 
be obtained, the serum segregated from 
the clot and converted, by heat in a water- 
bath at 80°C. for sixty seconds by the 
watch, into what may be termed “auto- 
genous antigenic serum.” This serum con- 
tains the same virus, though now killed or 
inactivated, and its otherwise harmless in- 
jection, in 5 to 8 or 10 cc. doses, may 
prove specifically curative in this case, in 
an immunizing sense. I shall be glad to 
send Dr. Kennedy full details of an 
aseptic technic of handling blood for this 
purpose on request. 


COMMENTS BY Dr. KENNEDY 


Since last writing you I took this pa- 
tient to our State Tuberculosis Sanatorium 
for a chest examination, which was pro- 
nounced negative. I have also had several 
stools examined for intestinal parasites. All 
of these were negative. Am now having 
an animal inoculation test made from a 
urine specimen. 


She has had one flare-up of the trouble 
since, but it was much lighter than the 
one preceding. Have kept her confined to 
bed most of the time for the last three 
months and her condition at the present 
time shows some improvement. 

For the last month I have been giving 
nothing but cod-liver oil. In the past year 
all of the following drugs have been sug- 
gested and tried: thyroid and ovarian ex- 
tract, salicylates, acetates, iodides and 
arsenicals. None of these had any pro- 
nounced or lasting effect. 


On April 14 she was in the midst of 
an attack similar to the preceding ones. 
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CLosING DiscussION BY Dr. GeEorGE B. 
LAKE, CHICAGO 


The especial interest and value of this 
case is that it does not resemble a classical 
picture out of a textbook, but is the sort 
of history commonly elicited by the clin- 
ician in his daily work. It is particularly 
common, I fear, in being incomplete. 

When this report first came in it was 
much less complete than in its present 
form, and I asked Dr. Kennedy to amplify 
it, suggesting that he furnish certain data. 
Some of these he covered in the fuller re- 
port, but the points which immediately 
follow have not been supplied: 

1.—Patient’s exact height and weight. 
Gaining or losing weight? General appear- 
ance, nude? Pulse rate and temperature 
between attacks? 

2.—Absolute and differential leukocyte 
count and studies of the chemistry and 
bacteriology of the blood. 

3.—Complete, quantitative analysis of 
all urinary solids and animal inoculation 
test of urine. 

4.—Ophthalmoscopic examination of the 
eye grounds. 

5.—Careful study of the psychic and 
endocrine factors. 

With the information published in the 
problem, I tried the method of “mathe- 
matical diagnosis,” set forth in Kitchens’ 
recent book, “Symptoms and Diseases Ap- 
plied,” and turned up erythema multi- 
forme, tabes mesenterica (tuberculosis of 
the mesenteric glands) and chronic inter- 
stitial nephritis. 

I then remembered the interesting in- 
formation I obtained from the little book, 
“Tuberculous Intoxications,” by Dr. Joseph 
Hollos, and. from his articles in CLIN. 
MED. AND Surc. for February (p. 84) 
and July (p. 476), 1926 and August, 1929 
(p. 556). 

In The Practitioner (London) for De- 
cember, 1931, Dr. Mary Horan published 
a valuable article on the psychogenic 
aspects of dermatology, in which she 
showed that many of the chronic eczemas, 
lichen planus, lichen simplex and other 
dermatoses have been proved to be of 
psychic origin. 

Considering the discussions received, I 
find Dr. Sherry’s suggestions concerning 
the rheumatic origin of the symptoms de- 
cidedly logical, but not sufficiently inclu- 
sive to cover the whole picture. Moreover, 
I feel that he is too easily satisfied with 
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the negative laboratory reports regarding 
tuberculosis, especially in view of the sug- 
gestive history. 

Dr. Junger, in a few words, has touched 
a number of the most important points 
and made sound suggestions. 

Dr. Houda is a research worker and 
would like to go much further into the 
case. So should I. His recommendations re- 
garding “autogenous antigenic serum” are 
worthy of serious study. 

My impressions, on the basis of the in- 
formation at hand, are that this girl has a 
chronic, low-grade tuberculous infection, 
probably in the mesenteric glands and one 
or both kidneys, and also a tuberculous 
toxemia, which is producing the psychic 
instability and possibly the skin symptoms. 
This does not rule out the possibility of a 
rheumatic condition. The two may exist 
together. 

Sound and rational treatment is impos- 
sible, on the basis of the incomplete in- 
formation now at hand. Tentatively, I 
should suggest a trial of Spengler’s “immune 
blood”; general hygienic and eliminative 
measures, with plenty of sunshine (or 
ultraviolet irradiations), rest in bed and a 
nutritious but non-irritating diet, supple- 
mented by some vitamin product such as 
A-B-D Malt; hematinics such as Cofron 
(liver extract with iron and copper); and 
such surgical measures (if any) as are 
indicated by an exhaustive investigation of 
the urinary apparatus. 

This problem, if well studied as to what 
it lacks, as well as what it contains, should 
help the student to the writing of better 
histories, the making of better examina- 
tions and the working out of more accurate 
diagnoses. 


PROBLEM No. 5 (SURGICAL) 
SUBMITTED BY Dr. MAX THOREK, 
Cuicaco, ILL. 

A male laborer, 42 years of age, white, 
was admitted to my service at the Cook 
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County Hospital (case No. 1279143) on 
March 30th, 1932. The patient came for 
relief of an inguinal hernia on the left 
side, from which he has been suffering 
for the past three years. He complained 
of pain in that region on and off during 
the entire period, the pain being localized 
strictly to the hernial protrusion. Other- 
wise the patient felt well and had no other 
subjective manifestations. 


Physical Examination on admission to 
the hospital revealed a well developed and 
well nourished man. The general physical 
examination was essentially negative, ex- 
cept as follows: 

1.—Swelling in the left inguinal region, 
extending into the scrotum. 

2.—Temperature, 99.2°F.; pulse, 80; 


respirations, 20; blood pressure, 134 sys- 
tolic, 84 diastolic. 


3.—Laboratory examinations, negative. 


Diagnosis: Complete, indirect, inguino- 
scrotal hernia on the left side. 


Operation under ether anesthesia, the 
inguinal canal was exposed, the sac and 
cord structures were isolated and the sac 
was dissected and opened. It extended to 
the bottom of the scrotum. Upon opening 
of the sac, a considerable quantity of sero- 
sanguineous fluid escaped. The sac itself 
was much thickened. Aside from the 
presence of fluid, the sac was found empty. 


Loops of bowel brought down from the 
abdominal cavity were normal in appear- 
ance. A most thorough search failed to 
reveal the cause for the accumulated 
sero-sanguineous fluid. 


Query: Confronted with a situation as 
described, what would you do? What was 
the probable source of the sero-sanguineous 
fluid? What do you consider the proper 
surgical procedure under the existing cir- 
cumstances? 


_———g oe 


An ANSWER TO THE ANTIVIVISECTIONISTS 


By the use of animal experimentation, the world has been made more 
healthful and safer, not only for human beings, but also for the animals 
themselves. If, occasionally, a harmful result has occurred—and such 


accidents are rare indeed 


the vast good that has been accomplished 


far outweighs any possible evil—Editorial in J.A.M.A., Apr. 2, 1932. 
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Focal Infection and Rectal Diseases 
By Charles J. Drueck, M.D., Chicago 


LARGE percentage of the patients 
suffering with rectal disease of a 
subacute or chronic character give 

a history of earlier treatment for the re- 
moval of foci of infection. Here is an 
example from my own files: 


Mr. A. T. H., age 60, a house painter, 
suffered with acute articular rheumatism in 
1906; had his tonsils removed in 1907; in 
1922 he had an acutely inflamed, gan- 
grenous appendix removed; in 1924 he had 
pneumonia; in 1925 he had several hemor- 
rhoids removed; and at this writing he is 
under my care for colitis with gall-bladder 
complications. 


In many instances where less severe rec- 
tal disturbances are noticed, self-treatment 
is instituted, although, when definite local 
symptoms develop, as in the patient men- 
tioned, a physician is consulted. Unfor- 
tunately, even in the hands of medical 
men, many of these symptoms are spoken 
of as attacks of “biliousness,” indigestion, 
dyspepsia, rheumatism, neuritis, arthritis, 
autointoxication or reflex pains and then 
these symptoms are treated empirically 
with sedatives, analgesics, massage, various 
types of heliotherapy, electrotherapy and 
other modifications of physical therapy. 

These cases of socalled muscular rheuma- 
tism, sciatica, lumbago and various neural- 
gias are merely the manifestations of in- 
fection, located in organs more or less 
remote from the point at which these symp- 
toms are evidenced, and it is these incom- 
plete or mistaken diagnoses by which in- 


ternal organs are innocently accused of 
being the general causal factors and un- 
necessary medication or unprofitable surg- 
ical operations directed toward these 
organs. Since we have learned that many 
symptoms, general in character, are due to 
infections originating in parts of the body 
lined with mucous membrane and usually 
remote from the regions in which the symp- 
toms are manifested, many of these tissues, 
organs and cavities have been examined 
and, in many instances, definite foci have 
been discovered from which these infec- 
tions originated. 

The teeth, tonsils, the various sinuses, 
bronchial mucosa, kidney uterus and ad- 
nexa, prostate, gall-bladder, appendix, 
colon and finally the rectum, may each 
and all, singly or in combinations, contain 
definite primary or metastatic infective pro- 
cesses, the absorption of whose products 
may be responsible for many symptoms 
heretofore treated by experiment. 


The symptoms of disturbed intestinal 
function, such as indigestion and autoin- 
toxication, have been too long treated by 
the administration of cathartics and enemas 
and the modification of the patient's diet; 
or the presence of pain in the rectum, to- 
gether with bleeding or other discharge from 
the anus, has been dismissed with a pre- 
scription for salves or suppositories. All 
of these procedures fail completely . or 
afford only transitory amelioration. Neu- 
ralgia, rheumatoid pains, dizziness, nausea, 
headache, blurring of the eyes, fatigue 
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syndrome, constipation, haliotosis, loss of 
appetite, abdominal distress, recurrent 
herpes, unexplained rises of fever, pruritus 
and eczema, and disturbed sleep are fre- 
quently due to focal infection. 


Though the individual may successfully 
combat the immediate effects of the focal 
infection, the continued absorption of its 
toxins lowers his resistance and, when 
some second infection invades it, may 
terminate fatally. Thus spondylitis, osteo- 
myelitis, pyonephritis and pulmonary ab- 
scess may develop from colon or rectal dis- 
ease which has been overlooked as a possible 
focus of infection. 


Autointoxication is quite generally 
recognized as evidence of a disordered in- 
testinal canal, and under proper therapy 
many cases respond to treatment. How- 
ever, it is not universally appreciated that 
the sigmoid, rectum and anus are fertile 
sources of focal infection. 

While many sufferers recover promptly, 
almost miraculously, after the removal of a 
septic pocket, the clinician sometimes notes 
with disappointment that, following the 
removal of a focus or foci of infection, 
the results show little or no improvement 
in the health of the patient. Occasionally 
his disability has been increased, or new 
and more severe symptoms, the direct re- 
sult of the operation, such as lung ab- 
scess, have developed. 


It would appear that the chief reasons 
for lack of improvement in these patients 
are: (1) an inadequate appreciation of the 
causal relationship of focal infection to 
various chronic conditions; (2) an incom- 
plete diagnosis, and, therefore, an incom- 
plete plan of treatment for the individual 
patient; (3) a lack of proper cooperation, 
in both diagnosis and treatment, between 
the physician in charge of the patient and 
the consultant (surgeon or dentist) who re- 
moves the foci; (4) an inadequate follow- 
up of the patient while under treatment. 

It is unnecessary to refer to the evi- 
dence upon which the principle of focal 
infection is based, if the frequency with 
which the removal of foci of infection, as 
recommended by the profession, may be 
taken as a proof of the recognition of its 
importance as a cause of disease. However, 
the manner in which foci of infection in 
the terminal bowel may affect the body, 
locally or generally, is not so universally 
appreciated. 

By the term, “focal infection,” one 
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means a chronic, usually low-grade, infec- 
tion that develops insidiously and pro- 
gresses slowly, producing symptoms of local 
and systemic disease. It is a common prim- 
ary cause of chronic ill-health, but more 
often acts as a contributory factor in 
disease conditions primarily due to other 
causes. The focus or foci causing the in- 
fection may be primary, secondary or me- 
tastatic. More than one primary or me- 
tastatic focus may be present and the in- 
fective or toxic activity of each may be 
constant, but is more often intermittent, 
in character. The more usual sites of prim- 
ary foci in the pelvic bowel we shall 
consider here. 


MECHANISM OF FOCAL INFECTION 


Bacteria invade one or more traumatized 
areas where they may or may not produce 
local symptoms, depending upon the se- 
verity of the inflammatory reaction. If 
definite local symptoms develop, the pa- 
tient may consult his physician or may 
institute self-treatment. The diagnosis is 
comparatively easy and, providing the focus 
can be removed or drained properly, the 
local symptoms are relieved and, if treated 
early, the damage to distant parts of the 
body is repaired or prevented from devel- 
oping. 

Unfortunately, local symptoms are often 
absent; the bacteria continue to multiply, 
producing toxins which are absorbed, caus: 
ing systemic disease by intoxication; or the 
bacteria spread by direct extension to ad- 
jacent structures or reach the blood or 
lymph stream and localize in distant parts 
of the body, forming secondary or meta- 
static foci of infection, before the patient 
consults his physician. Metastatic foci 
may be found in any part of the 
body, but are most commonly present in 
the joints, the endocardium, gall-bladder 
and kidneys; less often in mucous mem- 
branes of the lower respiratory and gastro- 
intestinal tracts, muscles and tendons, eye 
and ear. Local symptoms are more com- 
monly present and more severe with meta- 
static foci. 


The character of the symptoms upon 
which the diagnosis of metastatic infection 
depends is determined by the location of 
the lesion and by the severity and dura- 
tion of the inflammatory reaction, and is 
affected by the activity of the primary 
focus responsible for the lesion. The in- 
jured part may recover from the first in- 
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fection, with or without the removal of 
the primary focus; but, after repeated re- 
infection, structural changes occur which 
result in permanent disturbances of func- 
tion and, unless the area can be removed 
by operation, complete amelioration of the 
local symptoms is impossible. 

If these few essential points referring to 
the development of focal infection from 
primary and metastatic foci are borne in 
mind, it will be less difficult to understand 
the lack of uniformity in the results of 
treatment following the removal of foci 
of infection in patients suffering from ap- 
parently similar clinical conditions. One 
can appreciate more fully the importance 
of a complete diagnosis before recommend- 
ing a plan of treatment. 


In the search for foci of infection as a 
cause of local disturbances of function or 
of general ill-health, it is not sufficient to 
confine one’s efforts in diagnosis to their 
detection within the sigmoid, rectum and 
anus, but to determine whether such foci 
as found are causing the systemic disturb- 
ances; that is, are they the primary cause 
of the disability? Perhaps more commonly, 
the active foci are secondary etiologic 
factors, affecting the progress of a dis- 
eased condition due to another cause. For 
example, the patient may have inflamed 
anal crypts which discharge free pus, but 
the cryptitis is but part of the proctitis 
higher up. 

If the focus of infection, wherever found, 
is the primary cause of the disability, its 
removal will prevent the possible future 
development of systemic disease from the 
area in the pelvic bowel. If focal infection 
is the primary cause of ill-health, and all 
foci of infection have been found and can 
be eradicated, we may expect that the 
patient’s health will improve, and a cure 
or a marked amelioration of symptoms will 
result. If the infection in the rectum is 
but a contributing cause, the treatment of 
such foci is necessary, but must be con- 
sidered as supplementary to the recognized 
treatment of the cause of the primary 
condition; for example: 


Mrs. G. Y., age 35, had a baby 10 
years ago. The delivery was difficult and 
a very deep cervical laceration resulted, 
also a rent in the perineal body. The im- 
mediate repair was not very successful, 
but she had nothing further done. A short 
while ago she suffered a heavy, full feeling 
in the rectum at all times, and recently 
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has been much disturbed because of a 
burning pain at the anus and bleeding after 
each bowel movement. 

Examination disclosed a gray fissure at 
the anus, which bled after even careful 
examination. The sphincters were spastic 
and tender. The rectal mucosa was en- 
gorged. The uterine cervix was very large 
and covered with granulations, so that it 
resembled a carcinoma. 

The primary infection here was in the 
cervical ectropion which, by pressure on 
the vaginal septum, caused proctitis as a 
secondary lesion, the anal fissure being but 
incidental. To have merely removed the 
fissure and relaxed the sphincters would 
have given only temporary, if any, relief. 
The cervical lesion was the primaiy lesion. 
This differentiation may appear too obvious 
to mention, but one too frequently sees 
patients suffering from a mild exacerbation 
of hemorrhoids or fissure, in which foci 
of definite infection exist elsewhere, and 
thus the primary cause of ill-health has 
been overlooked. 

The exclusion of focal infection as a 
possible cause of chronic disease is a diffi- 
cult problem. Often the data obtained 
from the clinical history and the routine 
physical and laboratory examinations sug- 
gest focal infection as a likely cause of the 
patient’s symptoms, but disease in likely 
sites appears to be absent. This may be 
because, by the time the patient consults 
his physician or goes direct to a proctolo- 
gist, the effects of a focal infection are 
seldom purely local. 

In the care of a patient with a pro- 
lapsed, ulcerated hemorrhoid, it is not 
simply a question of the advisability of re- 
moving the pile. A more important ques- 
tion is the possibility of the coexistence 
of systemic disease or metastatic infection, 
by lymph or blood diffusion, and whether 
or not another disease condition, contribu- 
tory to the patient's illness, is present. Thus 
the same therapeutic measure may be 
chiefly preventive in one case and equally 
curative in another. 


The proctologist treating focal infection 
should caution his patient as to the possible 
existence of systemic disease and refer him 
to his family physician for further obser- 
vation. If systemic disease is suspected, he 
should refer the patient to his physician 
before attempting operative treatment, as 
systemic conditions may be aggravated by 
the too-early removal of foci. Both family 
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physician and specialist should insist that 
the patient return periodically after the 
operation to observe the effect of the treat- 
ment. Complications requiring prompt 
attention may develop after operation, or 
symptoms suggesting activity of latent me- 
tastatic foci may appear, or the presence 
of another disease condition, overlooked in 
the first examination, may become mani- 
fest. An incomplete recovery is an indica- 
tion for reinvestigation of the case. 

Family physicians should examine their 
patients periodically for early signs of focal 
infection, and treatment should be based 
on the results of an accurate and complete 
diagnosis, remembering always that it is 
the patient with the focal infection that 
requires treatment and not the focal in- 
fection alone. 

Even though focal infection is the only 
cause found for the patient's ill-health, 
more than local treatment is required. The 
general condition of the patient must be 
considered and appropriate measures pre- 
scribed to aid in making the recovery as 
complete as possible. As an aid in the 
recovery from existing infection and the 
prevention of later infection, attention must 
be given to the correction or prevention 
of factors such as imbalanced diet, extreme 
fatigue, exposure to cold and trauma, which 
lower body resistance and predispose to 
later infections of all kinds. Therefore, let 
me urge you to watch your patient's 
health for possible focal infections. 

Many physicians do not understand the 
necessity of making periodic physical ex- 
aminations of all members of the families 
under their care—children and adults 
alike. Nobody doubts the wisdom of see- 
ing the family dentist regularly. If it is 
admitted (and it is) that the teeth should 
be examined at regular intervals, how 
much more it is necessary to have the 
whole body, including the colon, examined 
regularly, to find out if any “decay” has 
started in any part of it. The tongue, the 
bronchial mucosa and the skin usually give 
evidence of systemic intoxication before 
the joints, the heart and the kidneys show 
signs of secondary infection. Although the 
teeth and the tonsils are frequent sources 
of focal infection, these organs are rou- 
tinely examined, whereas the colon, almost 
as frequently a cesspool, is overlooked. 


ILLUSTRATIVE CASES 


Let us study a few of these interesting 
cases. 
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Mrs. A. C.; age, 47 years; height, 5 
feet 8 inches; weight, 125 pounds. For 
the past four years she has had an itching 
about the anus and for about the same 
length of time has had a vaginal discharge. 
She has consulted several physicians, but 
has obtained only temporary relief. Ever 
since girlhood she has had abdominal dis- 
tress. At the age of 30 she had her appen- 
dix and ovaries removed. Later she had 
hemorrhoids removed, an anal fissure 
cauterized and recently has been treated 
for “catarrh of the womb.” She has al- 
ways had a great deal of “nervous trouble” 
and “rheumatism”; has had many _head- 
aches, but sleeps well. 

Examination: A nervous,  voluble, 
wrinkled, frail woman; apparent age 60 
years (artificial menopause at the age of 
30 years). 

Cardiovascular system: No cough nor 
expectoration; blood pressure, 102/68; no 
edema; blood: hemoglobin, 85 percent; ery- 
throcytes, 4,680,000; leucocytes, 11,000; 
small lymphocytes, 40 percent; neutro- 
philes, 52 percent. 

Gastrointestinal: Appetite, good; bowels, 
fair (takes a laxative occasionally); no 
nausea or vomiting; lower mid-line scar; 
soreness along descending colon, but there 
is no distention; tonsils, enlarged; anterior 
pillars are injected; teeth, well-kept but 
has many fillings and several teeth are lost. 

Perineum: External labia, small; urethral 
orifice, engorged; vagina contains some 
yellow pus, a smear and a culture of which 
showed colon bacillus almost pure. 

The anal orifice is small; sphincter con- 
tracted; rugae deep; perianal skin is 
blanched and white; anal papillae are sen- 
sitive but not hypertrophied; rectal mucosa 
is engorged; rectal ampulla contains much 
soft feces. 

Diagnosis: Summarizing our findings, it 
appears that we have here a case of proc- 
titis, with deeper infection in the anal 
crypts, and a colon bacillus infection of the 
vagina, the seeping vaginal and rectal dis- 
charge causing the perianal dermatitis, 
occurring in an individual suffering with 
pluri-glandular deficiency. 

Treatment—1.—An autogenous vaccine 
was made from a vaginal smear and sub- 
cutaneous injections were given every three 
days, the dose being 1 minim on the first 
day and increasing a minim or two at each 
dose until 15 minims were given at a dose, 
and this dose then continued. 

2.—The rectal and vaginal catarrh were 
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treated by cleansing the mucosa and ap- 
plying argyrol (mild silver protein) to the 
abraded surfaces. 

3.—The endocrines were stimulated by 
organotherapy and by adding an abund- 
ence of vitamins A and B to her diet. 

These cases are slow to respond and we 
must not be too energetic in our therapy. 
It is usually well to interrupt medication 
for a few days each fortnight and turn 
our energies toward building up the re- 
sistance by studying the diet. 

Case No. 2: Here is another patient 
presenting similar complaints, but with a 
very different etiology. Mr. L. F., age, 24 
years; height, 5 feet 8 inches; weight, 185 
pounds. For the past two years he has 
suffered with itching about the anus, the 
discomfort being definitely worse at night 
when he is in bed. He has used various 
ointments, with only temporary relief. His 
bowels move nearly every day, with no 
blood or mucus in the stool. He has al- 
ways enjoyed good health. His occupation, 
a technician in a laboratory, is sedentary. 

Examination: A_ well-developed and 
over-nourished young man. His teeth are 
well kept but in poor condition; tongue 
coated and tooth-marked; his appetite is 
good, although he has some belching after 
eating; abdomen is soft and no tenderness 
or masses are palpable; his anus is fis- 
sured in the posterior commissure; the peri- 
anal skin is blanched and edematous; no 
hemorrhoids; prostate is normal; rectum 
empty of feces, but contains considerable 
mucus. 


Here is a young, robust individual with 
a sluggish colon, a chronic low-grade auto- 
intoxication (or allergy) and poor elimina- 
tion. We must cut down his diet and limit 
his calories. He was urged to drink water 
freely (2 glasses upon arising, 2 glasses 
at 10 o'clock in the morning and 2 glasses 
during the mid-afternoon); to eat fruit 
with every meal, and vegetables with his 
noon and evening meals; to limit his pro- 
tein intake; and to walk three miles in 
the open air each day. 


This man’s overworked bowels cannot 
keep pace with his palate. Such patients 
usually begin treatment very enthusiastic- 
ally, but shortly fall by the wayside and, 
thereafter, continue to alternate between 
periods of dietetic regime and others of 
skin irritations, sometimes local and at 
other times widespread. 

The next patient, Miss M. F.; age 25 
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years; single; office employee, was referred 
to me because of a heavy feeling in the 
rectum and persistent derangement of defe- 
cation. No natural defecations are ob- 
tained. Enemas have been used, chiefly be- 
cause cathartics cause griping abdominal 
pains, borborygmus and watery stools, 
followed by obstipation. 

Examination: A frail, sallow-complex- 
ioned girl; tongue coated and tooth-marked; 
chest negative; blood pressure, $.115, 
D.70; blood count, red cells 5,280,000, 
whites 7400. There was nothing in her 
blood picture to account for her lassitude. 
Her abdomen was soft and not distended, 
but there was tenderness all along her 
colon. Several years ago she had had her 
tonsils removed, but she occasionally has 
recurrences of sore throat, the last being 
but a short time before she came to see 
me. The anus was normal in appearance; 
sphincter spastic; rectum filled with feces; 
after the rectum was emptied the mucosa 
was found pale in color but otherwise 
normal; no other pelvic disease found. 

Here is a case of vagotonia with rectal 
constipation —the symptoms of general 
physical debility rather than of local dis- 
ease. The remnant of a diseased tonsil was 
removed, because it was a focus of infec- 
tion contributing to her general exhaustion. 
She was then put to bed upon a diet 
with a low residue and the rectum emp- 
tied each day with eight ounces of isotonic 
salt solution. 


On the fifth day, and also thereafter 
at intervals of three or four days, she had 
normal defecations supplementing the low 
enema. After two weeks the enemas were 
discontinued, to be given only occasion- 
ally, as needed. Twelve hours out of every 
twenty-four were spent in bed. This was 
our battle ground but I insisted. This young 
woman has gained twelve pounds in weight, 
has quite regular bowel movements, al- 
though she needs a small enema occasion- 
ally, and has very much improved psy- 
chically. Relapses are prone to recur in 
this type of trouble and this patient must 
be kept under observation for a long time. 

The last case is particularly interesting 
because of etiologic possibilities. Mr. V. 
B., age 36 years, is a traveling salesman. 
About four years ago he was suddenly 
seized with a sharp pain in the upper 
abdomen, which pain lasted for an hour 
or more and then subsided under house- 
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Salt-Free Diet in Obstetrics 


HE object of this paper is, primarily, 
to report some interesting findings in 
regard to the salt-free diet in obstetrics. 

Diet, in obstetrics, in most communities, 
is usually controlled by the patient entirely, 
unless the physician in charge finds a renal 
disease or marked hypertension. Most 
obstetricians are inclined to let their pa- 
tients eat everything, limiting sugar and 
fluids only during the last two months, 
if the patient’s weight increases too rapidly. 

Careful inquiry as to the diets of preg- 
nant women, revealed that those who were 
liberal users of salt in their diet also had 
prolonged and slow labors, generally from 
twelve hours upward; while those whom 
I know to have faithfully kept on a salt- 
free diet, have been rewarded by a much 
shorter labor. The length of time of labor, 
in a series of twenty cases, in patients who 
have faithfully avoided salt during the last 
two months of pregnancy, was from one 
to four hours. 

A salt-free diet seems to have the same 
effect on primiparas and multiparas. The 
cervix dilates more easily and is markedly 
less edematous following delivery; the 
outlet has more elasticity and, due to de- 
hydration of the tissues, lacerations are less 
frequent. Labor not only seems to be more 
rapid, but also relatively painless, after a 
salt-free diet. 


Case REPORTS 
1.—Mrs. L. (multipara). Her first and second 


labors were long and exhausting; forceps de- 
livery with second; used salt heavily. Under 
salt-free diet, labor began at 3 P.M. and ended 
at 4 P.M. 

2—Mrs. §. (second labor) had such a 
“terrible delivery” the first time that her phy- 


sician advised cesarean section for a_ secend 
pregnancy. She admits that she craves salt. She 
was put on salt-free diet 70 days before delivery. 
Labor began at 1 a.m. and the baby was de- 
livered at 2.30 a.M., with no lacerations. 
3.—-Mrs. S. (primipara). After one hour and 
fifteen minutes of labor, the pains stopped. No 
fetal heart tone or souffle could be heard, Ver- 
sion was rapidly done. The cord was strangu- 
lated, but the baby was revived, and there were 
no lacerations. 


4.—Mrs. L. (multipara) was very faithful to 
the prescribed diet. Labor began at 2:35 a.m. 
and the baby was delivered at 5:15A.M., with no 
lacerations. Previous labors had been long and 
exhausting. 

5—Mrs. R. (multipara) seasoned all her 
food heavily with salt. I saw her for the first 
time after she had been in labor for 27 hours. 
Time of labor, 32 hours. The cervix dilated 
very slowly and she was practically exhausted. 

There are many cases similar to these 
that I could report, but most of them would 
be more or less a repetition, except for 
the time of labor. 

In the last 14 months I have not had 
one patient in labor more than about four 
hours, after a salt-free diet. From 45 to 
60 days before term I advise an absolute 
withdrawal of salt from the diet. Milk 
is taken only in small quantities; no spices 
nor sauces; and red meats at intervals only. 
Calcium lactate is given during this period 
on alternate days also. 


CONCLUSIONS 


1.—A salt-free diet shortens the time of 
labor. 
2.—There is less pain during contrac- 
tions, better and more rapid progress and 
apparently less danger of laceration. 
GrorcE A. BENDLAGE, M.D., 
Long Beach, Calif. 
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[This is a very interesting observation 
and worthy of the attention of anyone who 
is doing obstetric work, as it would be an 
easy and harmless plan to try. 


The discomfort of those who crave salt, 
but must not use it, can be greatly re- 
lieved by suggesting to them the use of 
Hosal, which seasons the food the same as 
salt, but contains no sodium chloride. If 
there is a tendency to nausea, Bromhosal, 
which contains organically combined bro- 
mide, may be used in the same way, with 
pleasing results in many cases.—Ep. } 


Health Examinations, Records, 
Equipment and Follow-Up* 


SATISFACTORY history and ex- 

amination record form and a system- 
atic method of filing are not merely im- 
portant, they are essential for the proper 
conduct of the periodic health examination. 
The equipment utilized by the practitioner 
in his usual clinical work is all that is re- 
quired. The illustration shows the essential 
equipment and suggests a table arrange- 
ment which has been found effective. The 
equipment consists of a stethoscope; meas- 
uring tape; blood pressure manometer; 
tongue depressor; flash light (or readily 
available electric light); an outfit for the 
examination of the ear (ear speculum and 
reflecting mirror or an otoscope); nasal 
speculum; throat mirror; finger cots and 
lubricant; and a reflex hammer. 


The equipment for the preliminary ex- 
amination, which may be performed by a 
specially trained assistant, consists of a 
container for urine, and the apparatus for 
the urinary examination; a scale with a 
measuring rod attached; a watch or a tun- 
ing fork; Snellen eye charts; hemoglobin 
determination outfit (Hagedorn needle and 
Tallquist book are sufficient); thermom- 
eter; and a smock to place over the patient. 

This equipment may be enlarged as the 
examiner desires to perform a more elabo- 
rate examination. Thus the fluoroscope or 
roentgenogram may be employed as a gen- 
eral diagnostic aid and the ophthalmoscope 
for the examination of the eye grounds; a 
diagnostic lamp for the transillumination 
of the antrum; shadowgraphs for observa- 
tion of posture; apparatus for the deter- 
mination of metabolism; muscle testing ap- 
paratus; equipment for the drawing of 
blood for blood chemistry or for serologic 


*Reprinted from The Health Examiner, Nov., 1931. 
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Medical Equipment Arranged for Health Examination. 
A 


Fig. 1.—(A) Blood pressure apparatus; (B) Tongue 
depressors; (C) Flashlight; (D) Nasal speculum; 
(E) Otoscope; (F) Reflex hammer; (G) Steel tape 
measure; (H) Antiseptic solution; (I) Towel. 


Fig. 2.—(A) Alcohol lamp; (B) Litmus paper 
(acid and alkaline); (C) Benedict’s solution; (D) 
Acetic acid in dropper bottle; (E) Test tube rack; 
(F) Urinometer; (G) Test tube holder; (H) Tall- 
quist scale; (I) Thermometer in alcohol; (J) Hage- 
dorn needle in alcohol; (K) Midget Ingersoll watch. 


tests, and for red and white differential 
cell counts; vaginal speculum, and other 
equipment for a gynecological examination. 

The obligation of carrying the patient 
through to the completion of any proced- 
ure indicated as a result of the periodic 
health examination rests squarely upon the 
physician-examiner. This is true whether 
it be general health guidance, the correc- 
tion of habits, errors of diet and the like, 
or the remedying of defects and the treat- 
ment of disease conditions; or merely ar- 
ranging for a subsequent re-examination. 
For this a system is essential. The tickler 
file adequate for the purpose is one con- 
taining guide cards bearing the months of 
the year. It requires but a moment to re- 
cord the next step for the patient and to 
slip the record card between the date 
guides in the file. 


A 3 by 5 inch card will give ample 
space for writing the reminders which the 
physician requires for rendering adequate 
service to his patient in the future. Refer- 
ences to the dentist or to specialists, inten- 
tion to perform subsequent laboratory tests, 
reconsideration of dietary and similar in- 
struction and the like are automatically 
brought to mind by inspection of the cards 
placed in the file for review a month or a 





May, 1932 


year later. Then, on the first of each 
month, the cards in the file for the month 
indicate the necessary planning by corre- 
spondence and otherwise. 

A card for such a purpose would con- 
tain: 

1.—Identifying data—name, age, sex, 
address, telephone number. 

2.—Date of examination made. 

3.—Date of next periodic examination. 

4.—Items of reference. 

Such a card might be something like the 
following. It shows what one of the exam- 
inations of a member of the Medical So- 
ciety of the County of Kings required, in 
the form of “reminders” to the examiner 
of next steps that should be taken. The 
criticism was made by the conference 
group that no such follow-up was practiced 
and, therefore, the examinee, left entirely 
to his own resources, did not carry on 
without assistance: 


Examined ............. 
To be re-examined 
Referred to 
Advised 


Review in 
Notice of appointment for re-examination 


Upon reading this card on the date in- 
dicated for checking the reference, the 
client would be called up on the telephone 
or sent a note asking whether the dentist 
has been consulted, and then advised as to 
the proper month for review of the over- 
weight problem. 

The examiner, as a result of his review 
of the findings of the examination, deter- 
mines when it is advisable for the patient 
to be re-examined and suggests the re-exam- 
ination time, offering to remind his client 
when that time is due. This time certainly 
should not extend more than a year. 

After a year elapsed, the patient would 
be reminded of the approaching anniver- 
sary of his periodic examination by a 
letter which might be worded as follows: 


As requested on (date) 
am writing to remind you that your peri- 
odic medical examination should be made 
this month. I have made an appuintment 
for you on (date) 


HICCUP 


o'clock, which I trust will be conveniect. 
If it is not, kindly notify me at your carli- 
est convenience. 

Very truly yours, 

The completion of a periodic physical ex- 
amination cannot terminate the relationship 
between the physician and patient, as has 
been the case in the past, with the discharge 
of a patient after the establishment of a 
cure. 


The practitioner of pre-clinical medicine, 
in its truest sense, becomes, not mereiy an 
examiner of his patient's physical make-up, 
but a guide and mentor of his client's 
physical and mental well-being. 


It therefore becomes obligatory for him 
to keep track of his client’s conduct with 
reference to the findings discovered at the 
time of the last periodic examination. If a 
condition requires correction, a time limit 
should be set during which the client must 
agree to see to it that the correction is 
made, and to inform his medical counselor 
when such correction has been undertaken 
and accomplished. If the patient is remiss 
in this, the practitioner might be consid- 
ered as not entirely meeting his obligation 
if he fails to remind the examinee of any 
failure to keep the agreement,, diplomatic- 
ally reaffirming the necessity for such cor- 
rective procedures as have been outlined. 


——o-@-<8-o——— 


Hiccup Publicity and Remedy 


OU have probably noticed the activity 
with which newspapers scout for and 


report on cases of prolonged hiccup. 
Whether in Detroit or San Francisco, 
Indianapolis or Boston, such cases usually 
get the standard three inch space in syn- 
dicated newspapers. It is such cases that 
develop both community and distant inter- 
est and lend themselves to suitable pro- 
fessional publicity, when a doctor is called 
and prescribes a remedy producing spec- 
tacular results. 

In hiccup we have a common condition 
which almost everybody has had at times. 
It passes from the common to the dramatic 
class when it persists for days instead of 
minutes. This explains the doctor’s advan- 
tage in exhibiting the proper remedy. 
Everybody then knows about both the cure 
and the doctor. 

We have, in such cases, a spasm, which 
logically should be met by our midriatic 
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alkaloids, and practical experience indi- 
cates that they are just what are indicated. 

Secure in advance and keep on hand a 
supply of hyoscyamine sulphate, 1/1000 
grain, and give one dose, by the mouth, 
every ten minutes for three or four doses 
or to effect, and you can repeat the same 
pleasing experiences I have enjoyed in 
treating cases of this kind. 

FRANK B. Kirpy, M.D. 

{A recently-mentioned remedy for hic- 
cup is pentobarbital-sodium (Nembutal), 
given in a dose of 1Y2 grains (100 mgm.) 


* 


and repeated in 3 or 4 hours, if necessary. 
—Ep.} 
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Doctors Who Fail as Psychologists 


[* THE medical fraternity, there is con- 
siderable discussion as to which branch 
of their profession has been of the greatest 
benefit to humanity. Among the physicians 
there are some who claim (and offer ex- 
cellent reasons), that the greatest progress 
has been made in internal medicine, while 
there are others who are just as positive 
that surgery has accomplished more for 
human kind than has medicine. 

As an observer on the side line, I am 
convinced that, while much has been ac- 
complished in both general medicine and 
surgery, the field in which the least has 
been accomplished, and where the benefits 
to human beings would extend to a far 
greater number, is in psychology. The bene- 
fits which would be derived by mankind if 
the medical profession, as a whole, had a 
better understanding of the intimate rela- 
tions that exist between the physical and 
the psychic, and how the emotions affect 
the functions of the body, especially those 
controlled subconsciously, cannot be esti- 
mated. This knowledge would be helpful, 
especially in times of stress such as the 
world has been passing through since 1914. 

For this lack of knowledge on the part 
of those engaged in the practice of med- 
icine, the public is partly responsible, for 
the reason that the importance of correct 
diagnosis and treatment of nervous dis- 
orders is underestimated by the individual 
until he has suffered from what is com- 
monly called a “nervous breakdown” or 
some similarly distressing symptoms. If 
the people would place the proper value 
on keeping in good health, instead of being 
indifferent until it is impaired and then 
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willingly go through all sorts of hardships 
and pay big fees to be freed from disease, 
this subject would, no doubt, have received 
the attention it deserves on the part of 
the medical profession. 


It has been my observation that few 
physicians or surgeons understand how and 
why the mind influences and controls 
human emotions and many of the physical 
functions of the body. They classify some 
of these disturbances as wholly emotional 
and within easy control of the individual, 
so that the person who is actually suffer- 
ing from one of these diseases is given 
little satisfaction, and is very often ridi- 
culed. This is not infrequently carried so 
far by the doctor, and through him by the 
victim’s own family, that the patient’s con- 
dition becomes worse instead of better. 
The patient knows he is not well, but is 
told, “There is nothing the matter with 
you,” or “Forget it and you will be all 
right." When the doctor understands the 
causes of the patient’s distress, he will 
know that not until the patient is “all 
right” or is given a clear understanding of 
his condition, will he be able to “forget it.” 

I know doctors, who have phobias of 
their own, who ridicule patients for having 
phobias no more silly than theirs. 


I know one physician who was extremely 
severe in ridiculing a patient who had an 
abnormal fear of infection through cuts 
or scratches, but this physician had a 
phobia which, to me, seems far sillier. 
When he cannot avoid using a public 
toilet to evacuate his bowels, he washes 
the toilet seat with soap and water, but 
when those cleansing means are not avail- 
able, he spreads toilet paper over the en- 
tire seat most carefully, and then he also 
floats several layers of toilet paper on the 
water in the bowl so that no drop of water 
could splash up against his skin. 

There can be little question that the 
danger of infection through skin abrasion 
is far greater than of infection through 
one’s unbroken skin coming in contact with 
a toilet seat, or from a drop of water that 
may be splashed against his skin from the 
water in a water closet bowl; still this 
doctor says the patient who has the fear 
of infection through skin abrasion is un- 
duly apprehensive, while he considers his 
own idea about the toilet an entirely 
normal precaution. 


Another physician never touches moncy, 
either currency or silver, unless it has been 
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disinfected. He send his office assistant to 
get him a supply of currency and change, 
then the assistant must carefuly disinfect 
it, so that he can always make change out 
of his pocket, and never have to take 
money handled by others. 


I have observed other physicians who 
have lost their sense of proportion when 
it comes to dealing with their own “feel- 
ings,” but who, when dealing with sim- 
ilar idiosyncrasies in their patients, give 
the patient to understand that their reac- 
tions are idiotic, and say it in a way that 
makes the patient’s condition worse instead 
of being helpful. 

The physician who understands this can 
place himself in the patient’s position and 
be helpful in a way that he cannot do with- 
out that understanding. If, when dealing 
with a patient of that kind, the physician 
will first ascertain the patient’s mental re- 
action instead of starting with the physical, 
I believe he can also more correctly inter- 
pret the patient’s physical functioning. 

What persons with nervous troubles 
need most, is the feeling of assurance that 
their doctor understands their ailments, 


for only then can complete confidence be 
established in a patient’s mind, which is 
the most essential part of the treatment 


such patients need. In the same degree 
that the patient’s confidence is established, 
will the psycho-therapeutic treatment suc- 
ceed. 
RUDOLPH TENK, 
Quincy, Ill. 


{It is profitable for all of us to hear, 
occasionally, how our professional activi- 
ties appeal to the patients we treat, and 
so we are glad to publish this commentary 
from an unusually intelligent and thought- 
ful layman who has seen the unfortunate 
results of the widespread lack, among phy- 
sicians, of any adequate understanding of 
what is going on in the emotional and 
mental lives of the people who appeal to 
them for relief from their distresses. 

There is merit in the suggestion that 
we might learn a great deal more about 
the physical condition of our patients if 
we approached them with some real knowl- 
edge and appreciation of the mechanism 
and functioning of the human psyche and 
its powerful and important influence upon 
the physiologic functioning, not merely of 
the nervous system, but of every organ 
in the body, especially the endocrines. 
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We hope that our readers will study 
this frank and instructive little article care- 
fully, because, if they are overlooking 
points along this line and will set about 
strengthening their knowledge and technic, 
their professional success and prestige, as 
well as their income, will be markedly 
improved.—Ep. } 


Newer Concepts in Dentistry* 
ERETOFORE we have looked upon 


dentistry as a calling in the process 
of which something had to be inserted into 
the mouth of somebody; all the time over- 
looking the fact that our goal should be 
that of trying to make it unnecessary to 
have to do any such thing for anybody. 


Dentistry in the past has been operat- 
ing upon a hind-end-first plan of waiting 
for destruction to occur and then, through 
a process of patchwork mechanization, 
making all the hay possible while the sun 
shines. This has resulted in an unhealthful, 
uneconomic and unsocial situation and has 
put dentistry in the position of being con- 
sidered by the public as a business rather 
than a profession. Thanks, however, to the 
better minds of our calling, we are getting 
a newer concept based upon a saner found- 
ation. 


We now know that the nearest solu- 
tion to the problem of dental disease lies 
in the field of preventive dentistry. We 
will have to tune in with the age. We will 
have to educate men and women so as 
to give them a proper scientific background 
and develop, not only clinicians, but also 
researchers. We will need a good shaking 
up, carefully but thoroughly, of the whole 
educational process and it will be useless 
for obstructionists to stand in the way. 
It is for the younger generation. These 
fresh recruits will place facts above opin- 
ions, truths above fancies, prevention 
above cure, children above adults, the 
whole body above only teeth and profes- 
sion above trade. Then we will render a 
genuine health service. 

JosEPH H. KAUFFMANN, D.D.S. 

New York City. 


{Everything which Dr. Kauffmann has 
said so pointedly regarding dentistry, ap- 
plies with equal force to the medical 
profession. 


*Adapted from Haarlem Dental Society Bulletin, 
Feb., 1932. 
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These are new times, not merely be- 
cause we have new machines to do our 
work for us and carry us about, but be- 
cause a new set of ideas and ideals is de- 
veloping. 

Those who think that they can achieve 
success along the lines that have led to 
that end in the past, are due for a rude 
awakening. If we cannot bend ourselves 
to the new pattern, we will be broken. 


—Ep.} 


—— 


Social Insurance: Corruption and 
Inefficiency in Government* 


—— the weakest spot in the 


government is the judicial interpre- 


tation of the laws and their legal adminis- 
tration. Some of the worst features in the 
administration of criminal justice in par- 
ticular, in most of the states and sometimes 
even in the federal courts, result from 
countless postponements, hair-splitting tech- 
nicalities, innumerable appeals and numer- 
ous reversals, with resultant delays and 
miscarriage of justice. Volumes could be 
written on this subject alone but one illus- 
tration of each method of delaying justice 
will have to suffice. 


A known gunman has been indicted six 
times in the last eighteen months. Every 
time he has been released on bonds he has 
been involved in new crimes. In spite of 
all this he was given thirty continuances 
on the first indictment. Commenting on 
this and many similar cases, Henry Barrett 
Chamberlin, operating director of the 
Chicago Crime Commission, recently made 
the following statement: 


“Repeated postponements in the trial of 
a criminal case constitute the most serious 
obstacle in obtaining a just verdict.” 


Here is an illustration of how intense 
legalism and the glorification of technicali- 
ties only too often defeat justice. The case 
is taken from the decision of the Illinois 
Supreme Court, Volume 258. This deci- 
sion was handed down many years ago 
but it still stands. 


An eleven-year-old girl was dragged into 
a basement apartment and mistreated by a 
fifty-year old man. He was found guilty 
and sentenced to the penitentiary for five 
years. The Supreme Court reversed the 
sentence, not because of any doubt con- 
cerning the defendant's guilt, but because 


*This is the fourth of a series of articles on 
Social Insurance.—Eb. 
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the child’s first name had been set forth 
in the indictment as Rosetta instead of 
Rosalia. 

In most major criminal cases, in nearly 
all of the states of the Union, the con- 
victed person has three and sometimes even 
more chances of appeal and one or two 
chances of executive clemency. Each time 
he has a chance to find a loop-hole and 
to make his escape, while society is denied 
an equal chance to protect itself. 

Our laws have been so emasculated by 
mollycoddle reformers that it is almost im- 
possible to convict a criminal and keep 
him convicted or to convict one or a group 
of men who maladminister government de- 
partments. 


Between the years 1915 and 1919, four 
real estate experts were paid $2,736,868.00, 
out of the city treasury. It was common 
knowledge that the payments were grossly 
excessive and that a good deal of this 
money ultimately found its way into the 
political fund of the administration, and 
yet the Supreme Court reversed the verdict 
of the Circuit Court which had found the 
defendants guilty, because it claimed that 
the prosecution had not proved that any 
member of the administrative body had 
personally received any of the money. To 
the layman the language of the Supreme 
Court seems to say that, if the adminis- 
trative officer chooses to look in the other 
direction when the money is being stolen, 
he cannot be held responsible. I do not 
presume to criticize the courts in these 
decisions; the fault may be in the laws, 
but no one will claim that all this spells 
governmental efficiency, and that is the 
point under discussion here. 


In this connection I wish to quote a 
jurist who was known for his outstanding 
fearlessness and integrity and his profound 
knowledge of the law. He characterized 
the Municipal and Circuit Courts as the 
Courts of Original Error; the Appellate 
Courts as the Courts of Intermediate 
Speculation; and the Supreme Court as 
the Court of Ultimate Conjecture. 


While most of these illustrations have 
been taken from Chicago and _ Illinois, 
similar instances in many other places 
prove that conditions are just as bad. We 
need but refer to the recent dismissal of 
five judges for gross inefficiency and cor- 
ruption in New York City and to an ad- 
dress of Samuel Seabury to the justices of the 
Appellate division of the Supreme Court 
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of New York, in which he said, “It is for 
you to say whether the magistrate’s courts 
shall be turned into bargain-counters where 
justice is bought and sold, when political 
leaders are brokers dealing in influence.” 

In smaller governmental units the cor- 
ruption and inefficiency is, of course, on a 
smaller scale but in many instances it is 
there just the same. One writer in a 
popular magazine sizes up the whole situa- 
tion in the following words: “From Teapot 
Dome to our latest Municipal Court 
scandals, we have seen enough of political 
and public malfeasance to believe almost 
anything of our law-makers, courts and 
public guardians.” 

I have devoted this much space to the 
discussion of governmental inefficiency be- 
cause it is fundamental. If I have demon- 
strated that most governments are inefficient 
or corrupt and that some are both, and 
that there is no likelihood of marked im- 
provement in the immediate future, then 
I have proved that it would be unwise 
and unsafe to entrust so vital a function 
as the almost universal control of medical 
practice to governmental supervision and 
control. If one were to record all the evi- 
dence of inefficiency and corruption which 
occurs in all the governmental units of this 
country in one year alone, it would require 
volumes instead of a few short articles. 

The purpose of these articles, however, 
is not so much to give detailed information 
as to arouse the allied professions of med- 
icine and dentistry, and through them the 
general public, to the impending danger. 

Epwarp H. OcHSNER, M_.D., 

Chicago, IIl. 


Mercenary Critics* 


ACH day we hear ourselves called 

“doctor” and yet we forget that this 
very word is derived from the Latin doceo, 
meaning “I teach.” Just what do we teach 
our patients when we cut our colleagues 
up the back? How does such a policy 
elevate our profession and what community 
service is performed by it? 

When analyzed to its ultimate, unjust 
criticism is motivated mainly by a selfish 
greed for money. Irrespective of the stand- 
ing of any violator in this direction, his 
“knock” is intended primarily to get the 
“cash.” He thinks that an opinion of dis- 
dain will more readily assure him of the 


* Adapted from Haarlem Dent. Soc. Bul., Mar. 
1932. 
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patient’s patronage and that his own 
assertion of his own superiority will settle 
the bargain once and for all. And, un- 
fortunately and unmorally, his act often 
does so, in spite of the fact that this type 
of transgressor deserves to be gradually 
starved out of his profession. If a jail 
sentence were the penalty imposed upon 
certain of this type, life imprisonment 
would be a short term for some of them. 

One can never intelligently criticize any 
professional service unless one knows ex- 
actly the conditions under which those 
services were performed. And how some 
patients do forget! The man who “runs 
down” a colleague runs down his pro- 
fession at the same time and lessens the 
confidence, by just so much, which the 
public have in his calling. Even if the 
other fellow was wrong, nothing worth- 
while is ever gained by making him the 
subject of an attack. 

JosePpH H. KAUFFMANN, D.DS., 
New York City. 
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(Continued from page 382) 

hold remedies, among which was a brisk 
cathartic. About two months later, while 
away from home, he had another attack, 
which subsided after he took an enema. 
These attacks are becoming more frequent 
although, in their intervals, he feels quite 
well and full of vigor. Several of these 
attacks have terminated with a copious un- 
aided bowel movement, and twice these 
calls have been so prompt and _ insistent 
that he has almost soiled his clothes. Dur- 
ing these attacks he has a dizzy feeling 
and his wife says he has momentarily lost 
consciousness on two occasions when the 
attacks have occurred at home. This fact 
worries them, lest he have a “fainting 
spell” when away from home. His appe- 
tite is good, but he holds it in check be- 
cause of a tendency toward obesity. He 
has a negative blood Wassermann reaction 
and normal reflexes. 

These cases are always puzzling because 
of the possibility of tabes (in spite of the 
absence of syphilitic findings), of petit mal 
(until we have witnessed several of these 
dizzy spells and sudden calls to stool), 
and protein autointoxication. We shall 
manage this patient as a case of chronic 
colitis, but always having the other possi- 
bilities in mind. 


30 N. Michigan Blvd. 
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A Peep at 1950 


CuHaPTER I, VITAMINS 


Girl: Yes, this is Billingsgate 
Yes, this is Crumbly’s grocery 
Certainly Ill take your order, 


The 
2-8181. 
store. 
madam. 


The Lady: I want five grams of Vitamin 
A, three grams of Vitamin B, fifty milli- 
grams of Vitamin C—. 


The Girl: Just a moment, madam. Five 
grams of Vitamin K, three grams—- 

The Lady: No, no, not K, but A; the 
first letter of the alphabet. Vitamin A, as 
in milk. 

The Girl: I'm sorry, madam. Yes, five 
grams of A as in milk; three grams of G— 

The Lady: No, no no; why can't I 
make myself understood this morning? 
Not G, but B, the second letter of the 
alphabet. Vitamin B, as in grapefruit. 

The Girl: I'm so sorry, madam, but they 
are blasting on the block and it’s very hard 
to hear. Three grams of B as in grapefruit. 
Fifty milligrams of C—is that right, mad- 
am, the third letter of the alphabet? 

The Lady: That's right, C, as in ultra- 
violet rays; and twenty-five milligrams 
each of the following. Can you hear me 
now without trouble? 

The Girl: Oh, yes, madam. 

The Lady: Twenty-five milligrams of 
each of Vitamins D, M and Z. 

The Girl: D, N and— 

The Lady: No, no, no, not N, but the 
letter before it, Vitamin M, as in noodles. 

The Girl: So sorry, madam. Vitamin 
D-—is that right? 

The Lady: Yes. 

The Girl: M, as in noodles? 

The Lady: That's right. 

The Girl: And Z. You mean the last 
letter of the alphabet, don’t you, madam? 
Z, as in scraped beef? 

The Lady: Yes. Will you have it sent 
up in about half an hour? 

The Girl: Surely, madam. 


The Lady: Do you mind reading it back 
to me now, to make sure? 

The Girl: Certainly, madam. A as in 
milk, B as in grapefruit, C as in ultra- 
violet rays, D, M as in noodles and Z as 
in scraped beef. 

The Lady: That's right. 

The Girl: Thank you, madam. 


CuHapTer II, MANGANESE 


He: What is this? 

She: That’s a clipping from the paper. 
It’s about a scientist who has been feeding 
rats on a diet free from manganese, and 
he has found that it destroys maternal love. 


He: Well, what of it? 

She: Junior needs attending to. He will 
not bathe. His table manners are vile. He 
says things—you have simply got to have 
a serious session with him. 

He: What do you want me to do? 
Spank the kid? 

She: Yes. 

He: But you know I can’t do it. Why 
don’t you—I'll have a talk with him. 

She: No you won't. This is what you'll 
do. What’s manganese for the goose and 
maternal love is manganese for the gander 
and paternal love. You get that doctor to 
put you on a manganese-free diet for a 
week and then you go in and attend to 
Junior. Your overwhelming paternal ten- 
derness won't pluck at your heart-strings 
then. 

He: Oh. don’t talk foolish; manganoose 
and manganander. How do you get that 
way, anyhow? 

She: I get that way doing all the drill 
sergeant and police work in this house that 
you should be attending to. I have been 
disciplining that child all these years until 
there isn’t a trace of manganese left in me. 
Now it’s your turn. 


Te: But, holy mackerel— 


She: In fact, I am so free of manganese 
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that if you don’t attend to the child right 
now I shall go away for a long vacation 
and let you look after him altogether. My 
lack of maternal affection will permit that. 
Will you go in to him now, or will you 
write to the scientist? 

He: All right, all right, 'm going. But 
you know all those scientists are nuts any- 
how. I'll go in and talk it over with the 
kid. 

She: You'll what? 

He: Oh, all right, all right. 

—New York Times, April 5. 1931. 


Contagious Endocrines 


Dear Doctor: 

My husband has been actin’ queer and 
I am suspicious about him. I believe he 
has give me the ductless glands. Do you 
reckon it is so? And ain't there no cure 
for it?—Quotation from an actual letter, 
in Med. Rec. and Annals. 


We can’t go back to the conditions of 
1890. The material in modern flour sacks 
isn’t fit for children’s underclothes.— 
Fountain Inn Tribune. 


That Was It 


During the filming of a “talkie” comedy, 
the director wished to get the effect of 
water being poured out of a barrel on 
some boards. The sound technician was 
consulted. 

They tried peas on oiled paper; that 
wasn't it. They tried dropping dressmakers’ 
pins on a taut square of silk, but that 
wasn't it. 

Finally a quiet, modest fellow who was 
standing by, said, “Suppose you try pour- 
ing water out of a barrel on to some 
boards.” 

They tried it. That was it! 

—-Hotel Guwest. 


Worth Purchasing 


A man reviving from an anesthetic was 
being very sentimental. The wife, nearby, 
said to the nurse: “I have not heard him 
talk like that since our honeymoon. Where 
do you buy the dope?”—Tuolumne Inde- 
pendent. 
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The Aim of Life 


We live in deeds, not years; in thoughts, 
not breaths; 
In feelings, not in figures on a dial. 
We should count time by heart throbs. 
He most lives 
Who thinks most, feels the noblest, acts 
the best. 
And he whose heart beats quickest lives 
the longest: 
Lives in one hour more than in years do 
some 
Whose fat blood sleeps as it slips along 
their veins. 
Life is but a means unto an end; that end, 
Beginning, mean, and end to all things 
God. 
The dead have all the glory of the worlJ 
PuHitip JAMEs BaiLey (Festus). 
teachin 
Disappointing 
Mandy had a check for $13.91, and pre- 
sented it at the bank, and after receiving 
the money, counted and recounted it many 
times, blocking the line. 
“Isn't it all there?” asked the teller. 
“Yassuh, it’s all heah, but it jis’ is,” re- 
plied the dusky damsel. — Bruce Every 
Month. 
sie aint 
After all, perhaps evolution isn’t true 
in Tennessee.—Thomaston (Ga.) Times. 
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The Boy Was Wise 


I agree with the small boy who got his 
answers mixed when asked to define a lie 
and answered: “A lie is an abomination 
in the eyes of the Lord and an ever-present 
help in time of trouble.” — ROBERT 
QUILLEN. 


Decalogue of Friendship 


1. Deny what people call “personal satis- 
faction.” 2. Don’t defend things that should 
not be defended. 3. Be tolerant. 4. Be 
square. 5.Don’t go around with a long 
face and a head full of trouble. 6. Look for 
the good things, not the faults. 7. Be big 
enough to admit and admire the abilities of 
people who are better than you are. 8. Let 
people know you like them. 9. Put yourself 
out to be obliging. 10. Be sincere —Hospital 
Hints. 


———_9+_—m eo 2 
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Lactose in the Treatment of 
Constipation 


Sixteen (16) of 20 cases of obdurate 
constipation showed positively beneficial re- 
sults from the exclusive use of lactose med- 
ication, without supplementing with any 
other remedy or mechanical procedure.— 
Dr. E. Boros, of New York, in M. J. 
& Record, Aug. 5, 1931. 


Diet of the Old 


One quart of milk a day will furnish all 
the protein an elderly person needs. Tea 
and coffee do no harm, in most cases. Do 
not change the dietary habits of old people 
too suddenly.—Dr. J. W. Torsett, Mar- 
lin, Tex. 


Serum Treatment of Tularemia 


Ten. cases of acute tularemia were treated 
with a specific antiserum prepared from a 
goat inoculated with formaldehyde-killed 
suspensions of Pasteurella tularensis. In 9 
cases there was an abrupt cessation of fever, 
malaise, chills, sweats, arthralgias and 
myalgias 48 hours after the second injec- 
tion of 10 cc. Not a single lymph gland 
suppurated.—Dr. L. FosHay, of Cincin- 
nati, in J.A.M.A., Feb. 13, 1932. 


——-- 


Rupture of the Urethra 


When confronted with a case of rup- 
tured urethra, it is well to have some 
definite plan of action. I believe that oper- 
ation should be undertaken in all cases, 
whether an instrument can be passed or 
not. I believe also that the bladder should 
be opened by suprapubic cystotomy in 
every case, for two reasons: In the first 
place, there is no difficulty in passing a 
catheter in retrograde fashion from the 
bladder to the position of the rupture. 
The point of the catheter can then be ex- 
posed in the perineum, and is a certain 


guide to the proximal end of the divided 
urethra; second, suprapubic drainage per- 
mits healing of the divided ends of the 
urethra without infection and _ resultant 
stricture—Sir Wo. I. DE C. WHEELER, 
M.D., of Dublin, in Practitioner, July, 
1931. 


Cesarean Section 


The ill-advised, use of cesarean section 
constitutes the most serious departure from 
safe and sane obstetric practice. — Dr. 
Huco EHRENFEST, Washington University, 
St. Louis. 


Vincent's Infection 


Merely giving mouthwashes and intra- 
venous injections does not eliminate Vin- 
cent’s infection, as some medical practi- 
tioners apparently think. The acute and 
subjective symptoms may be alleviated, 
but conditions will often remain in the 
gum crevices, destroying oral itssue with 
a “markedly focal potential,” unless these 
areas are thoroughly cleansed and the 
drugs properly applied. 

As a spirocheticide, for several years 
the author used bichloride of mercury 
1:2,000 in a 50-percent hydrogen perox- 
ide (3-percent) solution and found it very 
effective. At the present time Metaphen, 
in 1:2,000 solution, is employed as the 
mercurial and is found very effective when 
used with sodium perborate and neoars- 
phenamine locally. — Dr. L. E. Mus- 
BURGER, of Jamestown, N. D., in J. Min- 
nesota S. Dental Ass’n., July, 1931. 


Leukocytic Reaction to Nonspecific 
Protein 


A definite, persistent and progressive 
increase in leukocytes was obtained in four 
individuals who were given six injections 
of Proteolac, a nonspecific protein prep- 
aration. An evanescent increase was also 
observed in twelve individuals who were 
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given only one injection. The injections 
were intradermal or intramuscular, vary- 
ing in amount from 3 to 5 minims to 10 
cc.—Drs. R. L. Larsen and A. A. JAn- 
SEN, of Evanston, Ill., in J. Lab. and Clin. 
Med., Jan., 1931. 


—— 


Promote health audits. Send for your 
copy of “Who’s Your Health Banker.” 


Recurrent Abortion 


Recurrent spontaneous abortions have, 
entering into their etiology, the factor of 
an early degeneration of the corpus luteum, 
with a loss of luteal hormone and a loss of 
its control over the pituitary hormone, 
resulting in stimulation of the uterine 
musculature. Injections of corpus luteum 
extract, one week prior to the menstrual 
period, are valuable in this condition. From 
Med. Herald, Phys. Therap. & Endoc. Sur- 
vey, Sept., 1930. 


Hemorrhage During Extraction of 


Teeth 


The use of Styphnon gauze in my prac- 
tice has almost entirely supplanted all 
other hemostatic agents. I have yet to use 
it on a case of secondary hemorrhage fol- 
lowing tooth extraction and have it fail. 
In 2 cases of true hemophilia, after all 
other agents had failed and blood trans- 
fusion was contemplated, Stryphnon gauze, 
properly placed in the bleeding socket, con- 
trolled the hemorrhage in a few minutes.— 
J. R. Cameron, D.D.S., of Philadelphia, 
in Dental Cosmos, Nov., 1931. 


Resuscitation of the Newly-Born 


It is estimated that combined stillbirth 
and neonatal deaths, due to respiratory 
complications, amount to over 150,000 a 
year in the United States. At the present 
time, inhalations of a mixture of oxygen 
and carbon dioxide, intratracheal suction 
followed by insufflation with a similar mix- 
ture and, finally, a perfected, infant-size 
Drinker respirator, are the modern methods 
which are rapidly displacing the older 
primitive methods of resuscitation of the 
newly-born. The Drinker apparatus utilizes 
passive artificial respiration by using differ- 
ential negative pressure. — Editorial in 
Internat. Med. Digest, July, 1931. 


THUMBNAIL THERAPEUTICS 


Artificial Pneumothorax 
culosis 


Most pulmonary tuberculosis patients are 
best tried for a time on ordinary rest treat- 
ment, to test their response and their powers 
of resistance. Then, if the disease proves 
progressive in one lung, as shown by care- 
ful clinical, laboratory and x-ray observa- 
tion, pneumothorax is given. In some cases 
a few weeks decides this; in others the 
issue may be in the balance for months. In 
recent years we have gathered courage to 
proceed earlier with pneumothorax in those 
patients with a doubtful prognosis, because, 
otherwise, we often do no more than 
prolong their lives for years of chronic 
invalidism.— Dr. J. B. AMBERSON, in 
Ann. Intern. Med., Oct. 1930. 


in Tuber- 


Sciatic Pain 


Massage, if preceded by the application 
of radiant heat (infrared rays) is, perhaps, 
the most generally useful mode of treat- 
ment in the majority of cases of lumbar 
and sacroiliac strain, sciatic neuritis and 
fibrositis. 

The injection of from 20 to 100 ce. of 
physiologic saline solution at the sciatic 
notch or the gluteal fold, a few drops of 
novocaine (procaine) solution being first 
injected, is very often effective in peri- 
neuritis—Dr. C. W. BuckLey, in Prac- 
titioner, Lond., June, 1930. 


Anhydremia 


Two extreme cases of anhydremia in 
young children were cured by injecting 
300 to 400 cc. of isotonic saline solution 
intraperitoneally, two or three times daily, 
depending on the rapidity of the removal 
of fluid from the body, and continuing the 
treatment for several days, if necessary. 
Dextrose was given intravenously, twice 
daily, and some fluid by mouth also—Dr. 
W. G. Kuan, Hot Springs, Ark., in Tri- 
State M. J., Oct., 1930. 


The Hypertension of the Aged 


Local and general sclerotic changes of 
the blood vessels invariably lead to a hyper- 
tension, which increase in pressure can 
make itself felt only after the compensa- 
tion resident in a reduction of the cardiac 
energy has failed. 
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Never try to lower this pressure, because 
a perfectly serviceable hypertension may 
then be changed into a terminal hypoten- 
sion, either by loss of the cardiac energy 
or an excessive reduction in the resistance. 
—Dr. R. Burton-Opitz, in J. Med. Soc. 
N. Jersey, Apr., 1931. 


Carbolic Acid Poisoning 


Carbolic acid is much more soluble in 
oil than in water. Oil-soaked dressings 
should be used for local carbolic acid burns. 
When the acid has been swallowed, large 
doses (Y2 pint) of ordinary medicinal 
liquid paraffin will be very effective-—Dr. 
O. S. Gisss, in Brit. Med. J., Apr. 4, 1931. 


Educate your patients. Your copy of 
“What About Heart Disease?” is ready 


now. 


Bismuth Subnitrate in Paradigestive 
Nervous and Circulatory Disorders 


Digestive disturbances may play an im- 
portant part in nervous and circulatory 
troubles. These often disappear, together 
with the digestive disturbances, under bis- 
muth subnitrate therapy. The daily dose 
should not exceed 20 Gm.—Drs R. BEN- 
SAUDE and J. CoTTER in Presse méd., Paris, 
May 2, 1931. 


Injuries to the Patella 


In cases of simple fissuring of the pa- 
tella, it is sufficient to immobilize the joint 
in extension for two or three weeks. The 
most comfortable appliance is a posterior 
non-padded plaster of Paris gutter, sup- 
porting the lower two thirds of the thigh 
and the upper two-thirds of the leg. Walk- 
ing in the plaster may be permitted after 
a few days, and adhesions of the patella 
to the femur can be prevented by daily 
side-to-side movements, carried out gently 
and commenced towards the end of the 
first week. 

In fractures of the patella due to mus- 
cular violence, successful results will be 
obtained only if the injury is regarded as 
a ruptured quadriceps aponeurosis and 
treated as such. Conservative measures are 
at their best an unsatisfactory makeshift 
and normal function can be secured only 
by open operation —Dr. A. J. COKKINISs, 
in Practitioner, London, July, 1931. 
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Treatment of Cutaneous Burns 


Tannic acid is indicated immediately 
after the occurrence of the burn, for the 
following reasons: It fixes burned tissue 
by converting the condition to dry gan- 
grene and tends to prevent absorption of 
poisonous products. It also tends to pre- 
vent infection and acts as a splint and 
protective to the burned areas, which les- 
sens the amount of skin grafting to be 
done and leads to cleaner and better gran- 
ulations and hence more prompt skin graft- 
ing when necessary. It adds to the pa- 
tient’s comfort and shortens convalescence. 
All these advantages, in addition to a dis- 
tinct improvement in the death rate, 
should make it the most favored treatment 
for burns. 


It seems probable that it will be im- 
proved upon. If it becomes possible to fix 
burned tissue more quickly—say in one to 
two hours, instead of from twelve to forty- 
eight hours, as is required by tannic acid— 
the dose of toxins absorbed will be greatly 
lessened and recovery more certain and 
more prompt.— Dr. W. D. LITTLE, of 
Indianapolis, in J. Indiana S. M. Assn., 
Aug., 1931. 


Prophylaxis of Gonorrhea 


In cases in which gonorrhea is feared, 
following exposure a small amount of ger- 
micidal solution has been sealed (within 
24 to 48 hours after exposure) in the 
anterior urethra, where it is allowed to 
remain 3 to 5 hours. Twenty (20) to 25 
minims of a freshly made solution of ar- 
gyrol has been found to be the best solu- 
tion. It is sealed in place by collodion. 
In thousands of such prophylactic cases, 
there have been practically no failures. — 
Drs. E. G. BALLENGER, O. F. ELDER and 
H. P. McDona_p, of Atlanta, in J. Urol., 
Sept., 1931. 


Sodium Iodide in Herpes Zoster 


The routine intravenous administration 
of sodium iodide—a 20 cc. ampoule con- 
taining 2 Gm. on the first, second, fourth 
and seventh days—cleared up 15 cases of 
herpes zoster in from 10 to 17 days. The 
action of sodium iodide in herpes zoster 
is apparently specific—Dr. E. W. Ruc- 
GLES, in Arch. Dermat & Syphil., Mar., 
1931. 
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Comparison of Premedication Values 
of Barbituric Acid Derivatives 
and Avertin 


In Anesth. & Analg., Nov.-Dec., 1931, Dr. 
O. W. Barlow and associates give the following 
results of an animal experimental study of the 
premedication values of several barbituric acid 
derivatives and avertin, in relation to nitrous 
oxide anesthesia: 

The true premedication values of the various 
compounds are perhaps best illustrated by the 
degree of anesthesia produced in the presence of 
a normal oxygen supply. The relationship found 
to exist between the toxicity, hypnotic efficiency, 
and the premedication values of the 10 selected 
compounds, under such conditions may be listed 
in sequence. The order of toxicity (minimal 
therapeutic margin of safety) from high to low 
is as follows; Pernocton, Barbital, Luminal, 
Amytal, Phanodorn, Neonal, Allonal, Dial, 
Avertin and Pentobarbital. 

The order of hypnotic efficiency, as judged 
by the lowest percentage of the lethal dosage 
required to produce complete hypnosis is, (high 
to low); Pentobarbital (Abbott), Dial, Allonal, 
Neonal, Avertin, Phanodorn, Pernocton, Amy- 
tal, Luminal and Barbital. 

The premedication efficiency (high to low), 
as judged by the ratio of effective to lethal 
dosage, the minimal duration of hypnosis to 
complete recovery and the fewest disagreeable 
side-actions js as follows: Pentobarbital ( Abbott), 
Avertin, Dial, Allonal, Neonal, Phanodorn, 
Amytal, Luminal, Barbital and Pernocton. 


Treatment of Narcolepsy with 
Ephedrine Sulphate 


The treatment of narcolepsy with ephedrine 
was initiated at Prague in 1930. 

In J.A.M.A., Feb. 13, 1932, Drs. J. Doyle 
and L. E. Daniels, of the Mayo Clinic, state 
that a survey was made of information obtained 
concerning 67 patients who were given a diag- 
nosis of narcolepsy in the clinic and who had 
not been treated with ephedrine. The duration 
of the disorder ranged from one to forty years. 
No patient had recovered completely. Thirty 
(30) patients wrote that they had improved. In 
14 instances, however, the improvement was 
very slight. Twenty-five (25) patients reported 
that they were the same, and 8 that they were 
worse. Four (4) patients had died. 


Fifty (50) patients have been treated with 


ephedrine, including those treated by others as 
well as those treated by us. To the best of our 
knowledge, the treatment was a total failure in 
two instances. Two (2) patients, who at first 
were improved, no longer appear to receive 
any effect from the drug. Eight (8) patients 
have been moderately improved symptomatically. 
Seventeen (17) patients have made marked 
symptomatic improvement, and 20 have been 
completely relieved symptomatically. In the two 
groups mentioned in the preceding sentence, 
symptomatic relief continues as follows: in 4 
patients after 9 months; in 2 after 8 months; in 
2 after 5 months; in 3 patients after four 
months; in 6 after 3 months; and in 4 after 
2 months. 


Carbon Dioxide as an Adjunct to 
Spinal Anesthesia 


In Am. Surg., Nov. 1931, Dr. C. A. 
Roeder, of Omaha, points out that spinal anes- 
thesia produces respiratory failure in two ways: 
(1) paralysis of the motor nerves of respiration; 
(2) paralysis of the vasomotor nerves of the 
splanchnic area, which results in a loss of 
blood pressure, followed by a myocardial and 
medullary ischemia. 


Carbon dioxide, 5 to 10 percent in pure 
oxygen, is a valuable adjunct in spinal anes- 
thesia when the motor nerves of respiration 
are not paralyzed. It assists in maintaining 
blood pressure, in most instances, and in 
maintaining the circulation of the blood when 
the heart contraction ceases from myocardial 
ischemia due to an acute loss of blood pressure. 


If paralysis of the motor nerves of respira- 
tion occurs, only artificial respiration can be 
of service, followed secondarily by vacocon- 
strictor stimulation. If a paralysis of the splan- 
chnic vasomotor nerves occurs primarily, vaso- 
motor tonics are indicated, to relieve the myo- 
cardial and medullary ischemia. 

The armamentarium of the spinal anesthetist 
should include an apparatus for artifically 
insufflating the lungs with oxygen and carbon 
dioxide and a vasoconstrictor such as adrenalin. 


The complications of spinal anesthesia are 
too great for the surgeon to care for during 
the operation. They require a special anesthe- 
tist who has a knowledge of the causes of 
respiratory and vascular collapse and who has 
the means and methods of handling them suc- 
cessfully. 


In place of doing away with an anesthetist, 
spinal anesthesia requires one of greater train- 
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ing, due to the greater frequency of serious 
complications. 

The spinal anesthetist must keep constantly 
in mind that respiratory collapse may be of 
central or peripheral origin; e.g., a function- 
less medulla oblongata from ischemia or a 
block of the motor nerves of thoracic respira- 
tion. He must also keep constantly in mind 
that a sudden vascular collapse or loss of blood 
pressure may be of central or peripheral origin. 


Metaphen in Streptococcic Stomatitis 


Streptococcic stomatitis is a stomatitis caused 
by streptococcus infection, characterized by evi- 
dence of acute or chronic inflammation, and 
quite distinct from Vincent's ulceromembranous 
stomatitis. 

In Mil. Surgeon, Mar., 1932, Dr. S. V. Mead, 
Vice-President Amer. Dent. Assn., who has 
seen several cases of this affection, states that, 
in its treatment, the tissues should be swabbed 
freely twice daily for one or two weeks with 
Metaphen solution, the 1:500 or 1:1,000 solu- 
tion or tincture of Metaphen being used. The 
drug may be put beneath the gingival margin 
of the gum by the vastine cup method or by 
the use of a syringe or platinum loop used for 
culture work. The 1:1,000 Metaphen solution 
should be used every 2 hours as a mouth wash. 


Vitamin B and Infant Mortality 


In a statistical study of the effects of vitamin 
B complex deficiency on infant mortality, by 
Drs. S. Maurer and Loh Seng Tsai, of Chicago, 
in Illinois M. J., Jan., 1932, they cite Gold- 
berger, whose analysis of the food consumption 
of wage earners shows that December, January, 
February, March, April, May and June are 
months in which the diet contains less than 
the optimum maintenance quantity of vitamin 
B complex, and that Illinois statistics show that 
there is a higher mortality of infants less than 
one month of age during these months than dur- 
ing August, September, October and November, 
the four months of lowest infant mortality. The 
months of lowest mortality of infants under one 
month of age are the months in which the 
mothers have had two or more months of a 
diet containing more vitamin B complex than the 
maintenance figure, just prior to the birth of 
the child. 

Animal experiments by the authors confirm 
these clinical findings. 


Prognosis of Acute Endocarditis in 


Childhood 


A study of the prognosis of acute endocardi- 
tis in childhood, by Dr. J. L. Morse, of Boston, 
in Am. J. Dis. Child., Part I, Oct. 1931, shows 
that, of 100 children seen during the first 
attack of acute endocarditis, from ten to thirty 
years before this article was written, 36 are 
dead, 3 are cardiac invalids and 61 are alive 
and well. Thirty-seven (37) of those who are 
alive and well have normal hearts, 18 have 
slightly damaged hearts and the hearts of 6 
were not examined. 

The age at the time of the onset of the 
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disease and the intervals elapsing between the 
onset and the time when the patients were 
first seen had no apparent influence on the 
prognosis. 

In the cases in which rheumatism seemed 
to be the cause, the results were not so good 
as in those in which the apparent cause was 
an infection of the upper respiratory tract. 
Myocarditis and pericarditis were unfavorable 
signs. 

In a large proportion of the fatal cases, 
death occurred early. 


Recurrences of the rheumatic infections were 
not so common as is usually believed, and re- 
peated attacks did not always prevent recovery. 

Only one of the patients who are alive and 
well has a diastolic mitral murmur. The results 
apparently depended more on the care that 
the children received than on any other single 
factor. 


The Physician as a Witness 


In Med. Economics for Dec., 1931, Dr. Chas. 
E. M. Fischer gives some good advice to 
physicians who are called as witnesses in 
court cases, like this: 

When a physician learns of impending liti- 
gation in which he is likely to be called as a 
witness, he should find out the name of the 
attorney and arrange a conference with him, 
at which the line of approach to the case 
should be discussed and the attorney advised as 
to what medical questions should be asked to 
bring out the salient features. 

If a medical expert is to employed, the 
attending physician should have a conference 
with him, so that they may not work at cross 
purposes. 

When a doctor takes the stand he should 
behave in a respectful and dignified manner, 
answer all questions simply and briefly and in 
language the lay jury can understand, and 
abstain from facetiousness and “wise-cracks.” 
If the opposing attorney attempts to confuse 
or browbeat him, he should take his time and 
insist that all catch-questions be fully explained 
before answering them. 


The Nature of Symptoms 


In Southwestern Med., June, 1930, Dr. PF. 
M. Pottenger, of Monrovia, Calif., discussing 
the nature of symptoms, points out that, in 
the great advances in medical science during 
the past half-century, the study of structural 
phenomena became so important and absorbing 
that clinicians seemed to forget that their major 
problem in the practice of medicine was to 
understand and correct symptoms which are, 
for the most part, due to deranged function, 
rather than to changed anatomic relations. 

It is futile to attempt to divide the study and 
practice of medicine into specialties, for di- 
seases do not limit themselves in that way. If 
there is any illness in the body anywhere, the 
whole individual is sick, the only difference 
being in degree. 

Symptoms of disease are, for the most part, 
disturbances in function; function in this sense 
means physiologic activity in cells, organs or 
systems. Such pathologic physiology must be 
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studied as intensely as pathologic anatomy, if 
we are to understand the symptoms of clinical 
disease. 

Symptoms of disease can be thought of in 
terms of the vegetative nervous system, which 
supplies the structures that show faulty action. 
The different effects of the sympathetic and 
parasympathetic systems should be kept in 
mind. By knowing these various effects one 
may readily classify disturbed function, in or- 
gans which have double innervation, according 
to the expression of activity of one or the other 
system of vegetative nerves, without necessarily 
implying that the cause is in the nerve itself. 


Considering toxic states, it must be evident 
to the student of clinical disease that there is 
not a single symptom in the group of toxic ori- 
gin that is pathognomonic of any particular 
disease. All infections show similar toxic re- 
actions, differing only in degree; the same 
reactions are found in such nervous states as 
neurasthenia and psychastenia and in many 
conditions significant of endocrine imbalance. 
All such reactions, therefore, are not of parti- 
cular diagnostic worth. 


Reflex effects become an important cause of 
symptoms in many diseases. Any disease which 
causes an inflammatory process in the tissues 
may cause reflexes. Hence reflex symptoms 
come to be an important part of all inflamma- 
tory diseases which are localized in internal 
viscera; or without inflammation being present, 
whenever abnormal stimulation of afferent neu- 
rons takes place. By knowing the innervation 
of the organs and the segments in the central 
nervous system in which the majority of the 
impulses are most apt to form reflexes, one will 
find that reflex symptoms of disease take on a 
new and definite meaning. 


—+ <2 + 


Psychotherapy and Suggestion 


In the nature of things, suggestion cannot be 
effective in the treatment of anxiety neuroses, 
because it is primarily static and not dynamic, 
dealing with the symptoms as such and not with 
the genesis and evolution of symptoms or their 


psychologic significance; it aims to effect a 
change in the patient's life by the mere removal 
of the troublesome manifestations, and not to 
be a psychologic reconstruction of the patient's 
emotional life. In so doing, it effects a change 
of conduct, often very temporary, and not a 
psychologic cure. 

The treatment for neuroses, of which anxiety 
neurosis is but one outstanding instance, must 
be left entirely in the hands of that medical 
specialty which has for its immediate province 
the understanding and treatment of abnormal 
mental and emotional states. The surgeon who 
operates on a phantom tumor; the internist who 
feeds the patient on all sorts of medicines, fancy 
diets and exercises; the neurologist who uses 
suggestion; and the urologist who treats psychic 
impotence by the introduction of sounds, mas- 
sage of the prostate or what not, are all, either 
consciously or unwittingly, guilty of malprac- 
tice, for they are treating the patients for a 
condition, the meaning of which they do not 
understand. 


Considering that a large portion of the prac- 
tice is in functional disorders, it is singularly 
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true that no distinct contributions to psycho- 
therapy have come from the internist or the 
neurologist, and when such contributions were 
made, it was when the clinician left organic 
neurology for the functional field 


It is in the best interest of the practice of 
medicine, the physician and the patient as well, 
that psychotherapy should be given its own 
right, for only then will it be able to contribute 
its full share in the treatment for psychic di- 
scases— Dr. BEN KarpMAN, of Washington, 
D.C. in Arch. Neurol. @ Psychiat., Dec., 1931. 


Tuberculosis of the Breast 


A review of the literature on tuberculosis of 
the breast by Dr. M. Morgen, of New York, 
in Surg. Gynec. @ Obstet., Nov., 1931, shows 
that at least 439 cases have been reported, of 
which 238 were apparently primary; 20 were 
in males. The author reports 6 cases, one in a 
male. According to the author, the rarity of 
the condition is more apparent than real and 
arises from the condition being overlooked. 


The classification of mammary tuberculosis 
into primary and secondary forms is funda- 
mentally unscientific, in that there is no ab- 
solute criterion and proof whether a case is 
primary or not, even if there is no clinical evi- 
dence of tuberculosis elsewhere in the body. 


The most plausible mode of infection is via 
the lymphatics through a retrograde process, 
the original site being either in the glands of 
the neck or the glandular tissue about the hilus 
of the lung. It occurs most frequently during 
the active sexual period of life. 


Symptoms are varied, the most frequent be- 
ing a lump in the upper, outer quadrant, asso- 
ciated with axillary involvement, but there is no 
pain until it enlarges sufficiently, breaks down, 
and forms a fistulous tract. 


The prognosis is good with early recognition 
of the disease and its eradication by surgical 
intervention. 

The pathology is similar to that of tubercu- 
losis elsewhere in the body, except for some 
minute differences due to the histologic struc- 
ture of the breast. 


Influence of Artificial Fever on 
Poliomyelitis 


The influence of high temperatures on the 
course of infectious diseases is a subject of con- 
siderable interest. 


In J. Infect. Dis., Oct., 1931, C. W. Junge- 
blut and N. Kopeloff, of New York, report the 
results of experimental work regarding the in- 
fluence of artificially induced fever on experi- 
mental poliomyelitis. 

From the work done it appears to be proved 
that noninfectious fever of considerable inten- 
sity, applied during the period of incubation, 
but maintained only over comparatively short 
periods of time, is not capable of altering the 
course of ‘experimental poliomyelitis in the 
monkey to any significant extent. The same 
holds true for infectious fever produced by in- 
oculation with Trypanosoma equiperdum, where 
the two infections are induced simultaneously. 
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It would seem that the production of a suff- 


ciently intense fever to bring about destruction 
of the virus in vivo is not possible within a safe 
zone of raised temperature. 


The Hormonal Causes of Pre- 
menstrual Tension 


It is well known that normal women suffer 
varying degrees of discomfort preceding the 
onset of menstruation. 

According to Dr. R. T. Frank, of New 
York, in Arch. Neurol. & Psychiat., Nov., 1931, 
the continued circulation of an excessi?e amount 
of female sex hormone in the blood may, in 
labile women, produce serious symptoms—some 
cardiovascular, but the most striking definitely 
psychic and nervous (autonomic). These 
periodic attacks of premenstrual tension are 
incapacitating and lead occasionally to extreme 
unhappiness and family discord. They can be 
directly ascribed to the excessive hormonal 
stimulus. At present, in the severest cases of 
this nature, temporary or permanent amenor- 
rhea, brought about by roentgen treatment of 
the ovaries, appears to be the proper procedure. 


Simplified Operation for Hallus 
Valgus 


In Med. Herald, Phys. Therap. & Endocrine 
Survey, Sept., 1931, Dr. E. W. Cordingley, of 
Clinton, Ind., describes a new method of treat- 
ing hallus valgus; a tenotomy under local anes- 
thesia, with a very small incision, practically 
only a puncture. 

A narrow-bladed tenotome is run straight 
down into the muscle mass just external to the 
first metatarsal head and the tendon of the 
adductor hallucis muscle located; the knife cuts 
across the muscle fibres rather than across the 
tendon. The tendon of the extensor longus 
hallucis is then divided over the dorsum of the 
proximal phalanx of the great toe. Finally, the 
tendon - the flexor longus hallucis is divided 
on the sole of the foot about an inch behind 
the metatarsal head. If the resistance to placing 
the great toe in a straight line is still consider- 
able we divide also the external lateral ligament 
of the metartarsal-phalangeal joint. 

All these procedures are done subcutaneously; 
no sutures are necessary. The great toe is re- 
placed in position with a light cast. 


Unnecessary Removal of Uterine 
Adnexa for Inflammation 


Discussing the treatment of chronic pelvic 
inflammations of women, in Am. J. Surg., Sept., 
1931, Dr. C. A. Gordon, of Brookyln, remarks 
that the removal of an ovary or tube, the com- 
monest of pelvic operations, is often done for 
indications which are absolutely insignificant. 
Easy of access, simple to remove, so often sus- 
pected of complicity in all the ills to which 
poor female flesh is heir, they tempt the sur- 
geon too boldly and so are summarily removed. 
Mortality is low. They are diseased. Convales- 
cence is good. Why not remove them? Very 
little attention is paid to function, the most 
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important consideration of all. Expediency, the 
real reason for most surgical intervention, is by 
all odds the poorest argument. 


Women should be told that the slow arrest 
of the infection will be brought about by time 
and the natural development of immunity; that 
even two or three years of treatment is far 
preferable to ablation of organs which may be 
sorely missed; that operation can always be 
done if regression fails to occur; and that noth- 
ing is lost by delay, whether accompanied by 
proper treatment or not. 


ee 


Oxygen Therapy by Mouth 


In M. J. & Record, Nov. 4, 1931, Dr. A. J. 
D. Cameron, of London, Eng., calls attention 
to a method of oxygen therapy in which oxy- 
gen is actually eaten in the form of foam which 
is made up of millions of little bubbles each 
containing some of the gas. The apparatus 
mentioned by the author provides for the pass: 
age of the gas slowly through a wooden grill 
into a fluid consisting of sterile water and a 
saponin preparation. This fluid readily absorbs 
the gas and the foam is formed. 

There are, according to the author, three 
types of cases in which oxygen therapy in this 
form by mouth is indicated: (1) duodenitis, 
including duodenal stasis; (2) cases of enter- 
optosis with the usual digestive and assimila- 
tive disturbances; (3) cases presenting no 
clinical features other than constant under- 
weight, many with marked depression amount- 
ing to melancholia. 

Evidence of the absorption of oxygen through 
the digestive tract is presented. 


Stimulation During Anesthesia 


In a paper by Strasser, anesthetist at 
Deaconess Hospital, Cincinnati, appearing 1n 
the Ohio State Med. Journ., February 1932, 
the importance of having an efficient cardiac 
and respiratory stimulant for any emergency 
which might arise during surgical anesthesia is 
expressed. When the danger signals of anes- 
thesia, among them irregular breathing, rapid 
pulse, marked fall of blood pressure and dila- 
tion of the pupils appear, the anesthetist must 
be prepared to act promptly, for proper stimu- 
lation in such crisis often spells the difference 
between recovery and death of a patient. 

Nine typical case histories are given, in which 
Metrazol was used as the stimulant to over- 
come cardiovascular or respiratory distress dur- 
ing anesthesia of operative procedure. Cases 
varied from ectopic gestation with extreme 
anemia to ruptured appendix; general peritoni- 
tis to empyema of the gall-bladder in a case of 
pernicious anemia. Preoperatively the patients 
all received 1/6 to 1/4 gr. of morphine half 
an hour before the surgical procedure. One or 
two injections of Seen, subcutaneously, 
intramuscularly or intravenously, usually im- 
proved the respiration and the pulse and in- 
creased the blood pressure. The injections were 
repeated as the conditions indicated. 

The author states that better results and 


with greater certainty of effect were obtained 
with Metrazol in these emergencies than were 
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previously achieved with other stimulants used 
in similar conditions. It acted beneficially both 
on the respiratory and the whole cardiovascular 
system; it acted promptly and could be given 
repeatedly at short intervals. 





Green Leaves and Vitamin A 


Green leaves are as a rule rich in vitamins 
A, B, and C. The greenness of many edible 
plants is a variable that depends on several 
environmental factors, and sunlight in particu- 
lar. Vitamin A seems to be associated in some 
way with this greenness; that is, with the 
relative development of chlorophyll in the plant. 


There is little doubt that the green plants of 
the water, as well as those of the land, synthe- 
size vitamin A or its precursor under the in- 
fluence of sunlight. Such a development in the 
small green plants of the sea presumably be- 
comes thé source of the abundant supplies of 
vitamin A that occur in cod-liver oil. 


The latest developments on the subject of 
the relationship between the vitamin A content 
of edible plants and greenness deal with the 
effects of light of various qualities. By the 
selection of suitable glasses, acting as light 
filters of different potencies, it has been pos- 
sible to produce all degrees of greenness in as- 
paragus shoots of the same age under other com- 
parable environmental conditions. Here again 
the parallelism between abundance of chloro- 
phyll and richness in vitamin A was clearly 
demonstrable. 


Further progress in knowledge of vitamin A 
may depend on the industry and the success 
of biochemists and plant physiologists in their 
efforts to solve the mysteries of chlorophyll and 


its functions.—Editorial in J.A.M.A., June 20, 
1931. 





Treatment of Obesity with Low 
Caloric Diets 


In a study of reduction diets in the treatment 
of obesity, by Drs. F. A. Evans and J. M. 
Strang, of Pittsburgh, as reported in J.A.M.A., 
Oct. 10, 1931, low-calorie diets have been used 
in the routine treatment of 187 obese patients. 
These dicts practically supplied a total of only 
400 to 600 calories a day, including 1 Gm. of 
protein and 0.6 Gm. of carbohydrate per kilo. 
of ideal weight. No fat was given in the diet, 
other than that inseparable from the protein 
ration. The average weekly loss was 3.5 pounds 
during an average of 8.7 weeks of treatment. 

The conclusions reached by the authors from 
their study are as follows: 

1.—The excess weight of the obese is in- 
active storage tissue. 

2.—The level of oxygen exchange in the 
obese is high when related to the ideal weight, 
which is a measure of the actively function- 
ing body tissue. 

3.—Diets containing 1 Gm. of protein and 
0.6 Gm. of carbohydrate per kilogram of ideal 
weight, and no fat other than that insepar- 
able from the protein ration, afford menus of 
from 400 to 600 calories on which these pa- 
tients lose weight rapidly. 
4.—The patients are not hungry. They re- 
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port an increased feeling of wellbeing and 
resistance to fatigue. Headaches, minor dis- 
orders and frequently dysmenorrhea are relieved 
early in the period of dieting. 

5.—The satisfactory clinical results are ob- 
tained because only the inactive excess fatty 
tissue is being removed. The vital tissues are 
not wasted as in starvation, as shown by careful 


studies of oxygen, nitrogen and creatinine meta- 
bolism. 


6.—Because of the physiologic strain which 
obesity throws on the organism, one evidence 
of which is the high level of basal metabolism, 
thyroid” extract and other agents which increase 
the total energy output are contraindicated. 

7—A few patients, perhaps not over 2 
percent, fail to lose weight with practical ra- 
pidity by diet alone. These patients cannot be 
differentiated from the others by history or 
physical examination. They may be recognized 
with assurance by careful observations of the 
rate of weight loss and of the basal metabolism 
during a period of dieting. In these patients, 
carefully regulated doses of thyroid are bene- 
ficial, in conjunction with dietary treatment. 





Treatment of Angina Pectoris with 
Tissue Vasodilator Extract 


With the use of daily intramuscular injec- 
tions (4 cc. to 10 cc.) of a pancreatic extract 
which they call “sympathone,” Drs. J. B. 
Wolffe, D. Findlay and E. Dessen, of Philadel- 
phia, report in Ann. Intern. Med., Nov., 1931, 
that in 20 cases of severe angina pectoris they 
obtained clinical relief in 55 percent and partial 
relief in 30 percent. The substance acts as a 
vasodilator and hypotensive agent. 

The authors believe that the extract is a 
valuable addition to the therapeutic armamen- 
tarium against angina pectoris, to be used in 
conjunction with other means. Its mode of 
action is by sympathetic depression. It should 
not be used in cases with parasympathetic 
preponderance. 

The tissue preparation is non-toxic, its only 
contraindication being acute coronary throm- 
bosis and the parasympathetic cases. The active 
principle is believed to be either adenylic acid 
or adenosine. 


— 





Blood Pressure Evaluation of 
Surgical Risks 


In Anesth. & Analg., Sept.—Oct., 1931, Dr. 
F. A. Faught, of Philadelphia, remarks that the 
blood pressure test should be employed, as an 
aid in determining the surgical risk, in every 
case presenting for operation, but never alone. 
Collateral and supporting evidence should al- 
ways be obtained, and used to qualify the 
blood pressure findings. 

Single blood pressure observations are of 
very little value, except where the extremes of 
hypo- and hypertension are met, and even here 
their chief value lies in the fact that they show 
the need for further and more extended investi- 
gation. 

In appraising the value of an elevated sys- 
tolic blood pressure, it may be advisable to 
accept certain elevations as clinically normal 
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and operatively satisfactory, 
evidence supports this opinion. 
A reasonably long preoperative study in- 
creases the value of blood pressure readings. 
The auscultatory method should be used to its 
fullest extent, and should include estimation of 
the length and intensity of the various tone 
phases, as well as careful observation for slight 
variations in force and rhythm of the pulse. 


High blood pressure, per se, has little, if 
any, effect upon unexpected mortality in sur- 
gery. The same is true of compensated valvular 
disease. 

Study of heart size in 
efficiency is important. 

The ease with which the pulse rate is accel- 
erated by moderate exercise and the rapidity 
with which it returns to normal, after cessa- 
tion of exercise, may be a valuable sign. 

The value of McKesson’s Rule,* applied 
during and after operations, especially those of 
a serious nature and in cases of substandard 
risk, is considerable. 


when collateral 


relation to heart 


The Endocrines and Arthritis 
Deformans 
In M. J. & Record, Oct. 7, 1931, Dr. S. J. 


Essenson, of New York. points to the internal 
secretions, especially the thyroid secretion, as 
the cause of arthritis deformans. 

Chronic arthritis with obesity and cases of 
arthritis deformans or osteoarthritis with obesity 
are relieved by thryoid treatment. During the 
menopause, near the menopause, or in an artifi 
cial menopause, it is necessary to administer 
ovarian substance or corpus luteum and an- 
terior pituitary, intramuscularly. In addition, a 
low-protein diet, diminished carbohydrates, hy- 
gienic conditions and excercise should be pre: 
scribed. Physical therapy, hydrotherapy and 
restoratives bring relief. 

In cases where a focus of infection could be 
found, as teeth, tonsils, appendix, gall-bladder, 
etc., the focus of infection must be cleared up 
before any other treatment is undertaken. 

In arthritis deformans or chronic arthritis, 
where toxemia is shown in the history, the 
treatment should be directed to the thyroid; 
then vaccine administered once a week and 
sodium iodide given intravenously; regulation 
of the bowels by Carlsbad water and Carlsbad 
sprudel salts; physical therapy and hydrother- 
apy; sunshine; exercise; avoidance of excitment; 
and a very nourishing diet. In spite of all, 
some cases are too stubborn to be relieved under 
any mode of treatment. 

Cases where hypercalcemia was found, were 
benefited by calcium gluconate, given intra- 
muscularly. 

All cases must have a thorough blood ex- 
amination, including Wassermann and gonorr- 
heal fixation tests, blood count and blood 
chemistry study; also roentgenographic and 
roentgenoscopic examinations. 

In advanced cases of arthritis deformans, 
where patients lose weight, are anemic and suffer 


*McKesson’s Rule: With a rising pulse rate passing 
120 per minute and a diminishing pulse pressure 
approximating or passing 20 mm., in which the 
systolic pressure is markedly lower than at the be- 
ginning of operation, shock is impending. 
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with some form of cardiac disease, such as 
auricular fibrillation and arrhythmia, attention 
should be centered upon the heart condition 
only. 


The Vital Hormone of the Adrenal 
Cortex 


It is known that the adrenal cortex is a vital 
structure; its absence causes death. 


In June, 1930, Hartman and Brownell de- 
scribed a simplified process for the preparation 
of a concentrated adrenal cortical extract 
(cortin). 

In Ann. Intern. Med., Nov. 1930, Dr. F. A. 
Hartman and associates, of Buffalo, report some 
cases of adrenal insufficiency in which the 
cortical extract was used. 


In the first case of pratically complete ad- 
renal insufficiency, the extract was of undoubted 
benefit. Following its use the patient recovered 
from a very critical state. That it kept him 
alive for nearly eight months was indicated 
by four definite relapses which followed its 
reduction or its discontinuance. Readministra- 
tion or increase of dosage in each relapse was 
followed by return to his former level. He was 
making slow but definite improvement when 
broncho-pneumonia caused his deoth. 


The period of treatment in the second case 
was obviously too short for observation to be 
of any value. 

A third patient, a case of much less severity, 
has shown a remarkable increase in her ability 
to work without fatigue. Clinical improvement 
has not kept pace with this increase. 

One case of hyperthyroidism has exhibited 
decided clinical improvement following the use 
of the extract alone. 

Two cases of muscular atrophy and one of 
muscular dystrophy have shown some improve- 
ment. 

There is evidence that cortical extract re- 
duces the asthenia which follows certain infec- 
tions. 


Recurrent Hyperthyroidism, Neuro- 
circulatory Asthenia and Peptic Ulcer 


Dr. G. W. Crile, of Cleveland, in J.A.M.A., 
Nov. 28, 1931, points out that hyperthyroidism, 
neurocirculatory asthenia, peptic ulcer, diabetes 
and other less clearly defined diseases are pe- 
culiarly the lot of civilized man, especially in 


the most active and striving men, and are 
associated with brain development and activity 
of the suprarenal-sympatheticthyroid group 
functioning. 

About 19 years ago Dr. Crile formed the 
hypothesis that dekineticizing this great system 
by bilateral suprarenal denervation should be 
effective in dealing with the above class of 
diseases, the result of excessive energy trans- 
formation; clinically this was found to be true. 
One hundred and four (104) operations of this 
kind on the suprarenal-sympathetic system have 
been carried out since 1913. 

From his experience, Dr. Crile is of the 
opinion that it is clear that denervation will 
relieve and probably cure recurrent hyper- 
thyroidism; it will relieve and probably cure 
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with equal promptness neurocirculatory asthenia, 
which is a unit of pathologic physiology analo- 
gous to exophthalmic goiter. In the diseases in 
which emotional states, nervous strain, worry 
and overwork are dominating factors, such as 
peptic ulcer and diabetes, the principle of the 
operation may apply; and while the results thus 
far are encouraging, they are not yet worked 
out so completely as are those for recurrent 
hyperthyroidism and neurocirculatory asthenia 
Time and critical examination of clinical results 
will bring the final verdict. 


The endeavor, at this early stage, is to pre- 
sent the conception of an energy system which 
involves a group of organs that collaborate in 
the transformation of potential into kinetic 
energy. The excessive driving of this energy- 
controlling group or kinetic system is desig: 
nated as pathologic physiology, and the sur- 
gical interventions leading to a lessening of the 
pathologic drive is called a dekineticizing opera- 
tion. 


Periarterial Sympathectomy by 
Chemical Action 


In Monde Meéd., of Paris, 15 Sept. 1931, 
Dr. B. Desplas invites attention to the method 
of periarterial sympathectomy by chemical ac- 
tion, as improved especially by Doppler, of 
Vienna. The arterial sheath is exposed and 
tampons steeped in triphenol are applied to the 
sheath. If necessary the arterial wall itself is 
exposed and the triphenol applied directly to 
it. The result, in either case is contraction of 
the artery and destruction of the sympathetic 
nerve filaments in the vicinity. The author 
states that this method may be used in all cases 
for which Leriche’s surgical periarterial sym- 
pathectomy is indicated and gives equally good 
results. He instances a number of clinical appli- 
cations. 


‘Trichomonas Vaginalis 


In a series of 581 cases (500 white and 81 
colored women), treated in Chicago Hospitals, 
it was found that 10.15 percent harbored the 
Trichomonas vaginalis. Itching and soreness of 
the vulva and vagina and increase of vaginai 
discharge are the most prominent symptoms. 
The organisms, when present, can easily be 
detected on examining a vaginal smear on a 
slide. 

As stated by Dr. E. L. Cornell and associates, 
in Am. J. Obstet. & Gynec., Sept., 1931, the 
only treatment that seems to cure consistently 
and permanently has been that recommended 
by Sophia Kleegman. This consists essentially 
in applying Lassar’s paste* on wool tampons 
in the vagina, which has been washed out 
with soap and water and mercurochrome. 

Recently the authors have used Metaphen 
ointment as the germicide. 

The Kleegman treatment can be carried out 
during the menstrual period and it should be 
done for at least four or five periods after the 
secretions have repeatedly reported normal for 
the Trichomonas. 


*Lassar’s paste is composed of vaseline, 6 ounces 
(180 Gm.); zine oxide and starch, each 6 drams 
(24 Gm.) ; and salicylic acid, 30 grains (2 Gm.). 
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Colloidal Mercury Sulphide in 
Syphilis 


The combination of mercury with sulphur in 
the treatment of syphilis is an old idea, but 
its wide employment in modern syphilotherapy 
has awaited the appearance of a satisfactory 
penpnertion of the two drugs, such as is found 
in Colloidal Mercury Sulphide-Hille, now avail- 
able commercially. This is a stable colloidal 
solution, which ‘exerts a powerful mercurial 
action and may be given intravenously, intra- 
muscularly or orally without untoward effects, 
the first-named method being preferable. 


In Archiv. f. Derm. u. Syph., 165:209, Prof. 
Dr. W. Gennerich, of the University of Kiel 
(Ger.) reports, in detail, the results of the use 
of this preparation in 74 cases of primary, sec- 
ondary, relapsed secondary and tertiary syphilis, 
which convince him that it is the most potent 
and least toxic mercury preparation now avail- 
able, being highly effective against the positive 
Wassermann reaction in early and late’ (espe- 
cially in Wassermann-fast) cases, although its 
action in clinically obvious cases is a little less 
rapid and intense, in the small doses employed, 
than that of the arsphenamines.* It is also of 
special value in congenital syphilis, in infants, 
because it can be injected intramuscularly with- 
out causing pain or irritation. 


Colloidal Mercury Sulphide is not intended 
to replace the arsphenamines, but is an espe- 
cially active and well-tolerated preparation to 
supplement them and for use during the rest 
periods. In patients who cannot tolerate arsenic 
it is satisfactory as an exclusive method of 
treatment. 

Because it shows no cumulative action, Col- 
loidal Mercury Sulphide can be safely used 
continuously (50 or 60 injections without rest, 
or by mouth for six months), or as therapia 
sterilizans magna, with very short rest periods 
(3 to 4 weeks) between courses, until the re- 
quisite amount of the drug has been given. It 
seems to be a very valuable addition to the 
armamentarium of all physicians who treat 
syphilis. 


Sodium Thiosulphate in Skin 
Disease 


In Bull. Battle Creek Sanit., Oct., 1931, Dr 

. R. Chynoweth states that the intravenous 
injection of sodium thiosulphate, in doses of 
714 to 15 grains (0.5 to 1.0 Gm), was found 
to be of value in the treatment of certain 
dermatologic lesions—sensitivity dermatitis and 
dermatitis venenata—in which it was used 
more or less in an experimental manner. 

There is no definite knowledge as to how 
the drug acts, whether by neutralization of 
certain secretions that affect the skin lesion, or 
by some definite chemism in the tissue, or 
through some systemic action. There is some 
beneficial action, as demonstrated in the author's 
experience with the thiosulphate. Possibly more 
study of its action and more extensive experi- 
mental work will determine its value more 
conclusively. 

*Larger doses—5 cc. or more—have shown very 
prompt results, comparable to those of arsphena- 
mine, in the hands of several clinicians.— Ep. 
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The end of much reading is an emerging into life. — Witt Levincton ComFort. 


Ball and Evans: Diseases of the 
Kidney 


DisEASES OF THE Kipney. By W. Girling 
Ball, F.R.C.S. (Eng.), Surgeon to St. Bartho- 
lomew’s Hospital, London, and Geoffrey Evans, 
M.D. (Cantab.), F.R.C.P. (Lond.), Physician, 
with Charge of Out Patients, St. Bartholomew’s 
Hospital, London. With 8 Coloured Plates and 
159 Text-figures. Philadelphia: P. Blakiston’s 
Son & Co., Inc. 1932. Price $7.50. 

In their introduction, the authors say that 
the main purpose of this book is to give an ac- 
count of kidney disease from the viewpoint of 
a physician and surgeon in close cooperation. 

The importance of the clinical aspects is 
everywhere stressed and emphasized by a de- 
tailed description covering over 60 pages of the 
examination of a urinary cace, in which the 
authors give an account of their own method 
of approach to the clinical problem. In this 
connection all the objective and functional tests 
are fully dwelt upon, as well as the diagnostic 
helps of cystoscopy, ureteral catherization, pye- 
lography and ureterography. 

In the last 10 chapters the various lesions of 
the kidney are discussed. Particular attention is 
given to the nephritides and to non-tuberculous 
renal affections. The authors lean to the view 
that chronic nephritis is a condition with a dis- 
tinct etiology other than that of acute nephritis. 

The book is eminently practical. No space is 
given to polemic discussions, though contro- 
versial points have to be raised. 

The general impression received on perucal 
of the volume is that it represents the most 
modern methods of handling affections of the 
kidney, including laboratory technical proce- 
dures, and as such is suitable for any up-to- 
date physician, especially those with hospital 
connections. 


Wheeler and Jack’s Handbook of 
Medicine 


WHEELER AND JAcK’s HanpBook oF MeEbr 
cINE. Revised By John Henderson, M.D., 
F.R.F.P.S. (Glas.), Physician, Glasgow Royal 
Infirmary, Professor of Medicine, St. Mungo’s 
College, Glasgow; Hon. Lecturer and Examiner 
ir Clinical Medicine, University of Glasgow; 
etc. Ninth Edition. New York: William Wood 
& Co. Edinburgh: E. @ S. Livingstone. 1932. 
Price $4.00. 

The claim that this handbook is extensively 
used by medical students and practitioners 
throughout the British Empire appears to be 


substantiated by the fact that it has run into 
nine editions and several reprintings since its 
first issue in 1894. 

The 18 sections which make up the 600 page 
volume cover all fundamentally recognized di- 
Beace entities, arranged as general or regional 
affections. A standardized method of describing 
each one under etiology, symptoms, morbid 
anatomy and treatment has been adopted. Na- 
turally, owing to space limitations, only the 
briefest outlines of what is generally accepted 
as the facts of each can be included here. 


The book which is of convenient size, well 
bound and printed from clear type, fulfils its 
purpose as a general handbook, vade mecum or 
desk reference outline of general medical prac- 
tice. 


Henderson & Gillespie: Textbook of 
Psychiatry 


A Text-Boox or Psycuiatry For Students 
and Practitioners. By D. K. Henderson, M.D. 
(Edin.), F.R.F.P.S. (Glas.), Physician-Super- 
intendent, The Glasgow Royal Mental Hospital; 
Lecturer in Psychological Medicine, University 
of Glasgow; Honorary Consulting Physician in 
Psychiatry, Western Infirmary, Glasgow’ etc. 
and R. D. Gillespie, M.D. (Glas.), M.R.C.P., 
D.P.M. (Lond.), Physician for Psychological 
Medicine, Guy’s Hospital, London; Lecturer in 
Psychological Medicine, Guy's Hospital Medical 
School; etc. Third Edition. New York and Lon- 
don: Oxford University Press, Humphrey Mil- 
ford. 1932. Price $4.50. 

In their book the authors endeavor to pre- 
sent psychiatry as a living subject with relation 
to the social problems of everyday life. The 
biologic viewpoint of Adolf Meyer and _ his 
followers of the American school has seemed to 
them to shed much light on the nature of men- 
tal illness and to offer new hope for its pre- 
vention and treatment. The biologic theory 
regards mental illness as the cumulative results 
of unhealthy reactions of the individual mind to 
its environment and seeks to trace all the factors 
that go to the production of these reactions. 

In accordance with their views the authors, 
in the case reports which illuctrate the text, 
dwell on the social facts in the life histories of 
the patients as giving a clue to the psychic 
state; they tend to consider mental disorders 
from the individual rather than from the cate- 
goric standpoint. 

There are 18 chapters which, besides the 
generalities, take up in succession the various 
psychoses, psychoneuroses, epilepsy, psychiatry 
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of childhood, etc. These chapters are not ex. 
haustive as, by the nature of the book, it can 
be little more than an outline for clacs purposes. 
Nevertheless it presents all the escential facts. 
The present (third) edition has been revised 
and expanded and includes a resumé of the laws 
of various countries relating to mental disorders. 
The book is a text for students and is a 
useful volume for the general practitioner, offer- 
ing him a working knowledge of psychiatry. 





Trumper & Cantarow: Biochemistry 
in Internal Medicine 


BIOCHEMISTRY IN INTERNAL MEDICINE. By 
Max Trumper, Ph.D., Clinical Chemist and 
Toxicologist; formerly in Charge of the Labora- 
tories of Biochemistry of the a Medical 
College and Hospital and of the Psycho-Bio- 
chemistry Laboratory, Graduate School of the 
University of Pennsylvania and Abraham Can- 
tarow, M.D., Instructor in Medicine, Jefferson 
Medical College; Assistant Attending Physician, 
Philadelphia General Hospital, etc. With a 
Foreword by Elmer H. Funk, M.D., Sutherland 
M. Prevost Professor of Therapeutics at Jeffer- 
son Medical College. Illustrated. Philadelphia 
and London: W. B. Saunders Company. 1932. 
Price $5.50. 


The physician of the present day is, to a 
large extent, influenced in his diagnosis and 
treatment by the information furnished from the 
laboratory, especially in metabolic disorders and 
those of the functions of certain organs and 
systems. A rational clinical interpretation of the 
laboratory’ findings is at least as important as 
the study of bedside objective symptoms. It is 
the main purpose of this book to serve as a 
guide in the interpretation of biochemical find- 
ings—biochemical pathology. 

The authors are experienced teachers of la- 
boratory technic. They have selected for inclu- 
sion in this volume those determinations (by 
the reliable older and by the most recent 
improved methods) of body chemistry in health 
and disease, which are of value to the practi- 
tioner, and they discuss the significance of each 
of these determinations. There are 18 chapters, 
which cover. metabolism in its various phases, 
renal, hepatic, gastric and other functions and 
the chemical diagnostic features of various 
pathologic states. 

The book is an excellent one for the clinician 
who is not so much interested in technical 
methods of investigating biochemical phenomena 
as in their clinical applications. There is a very 
complete index. All in all, such a book as every 
actively practicing physician needs to study. 





White House Conference on Child 
Health and Protection: Pediatrics 


Pepiatrics: Education and Practice. Report 
of the Subcommittee on Medical Education, 
Borden S. Veeder, Chairman. White House 
Conference on Child Health and Protection. 
New York: The Century Co. 1931. Price $1.50. 

This report centers principally upon the 
adequacy or otherwise - the pediatric knowl- 
edge of physicians actually in practice and upon 
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the position which the teaching of pediatrics 
occupies in medical school curriculums. The in- 
formation has been derived through the medium 
of questionnaires, principally addressed to those 
specializing in pediatrics. 

From its study the Committee, charged with 
the investigation of medical education in pe- 
diatrics, recommends that pediatrics is a funda- 
mental, basic clinical subject and should be 
recognized as such by medical schools. The 
department of pediatrics should be independent 
and of equal academic rank with other depart- 
ments, such as medicine. This would include 
an adequate teaching staff, with hospital and 
clinic facilities. The course of undergraduate 
instruction should cover the entire field of 
modern pediatrics, and 200 hours should be the 
minimum time assigned to the subject in the 
4-year medical course. 

The report contains a large amount of tabu- 
lated material concerning the present facilities 
(or lack of them) for teaching pediatrics in the 
principal medical schools. 





Montague: Psyllium Seed Laxative 


PsytuiuM Seep: The Latest Laxative. A 
Scientific Treatise. By Dr. J. F. Montague, 
Medical Director, Montague Hospital For Intes- 
tinal Ailments; Late of University and Bellevue 
Hospital Medical College; Fellow American 
Medical Association; Fellow New York Aca- 
demy of Sciences; etc. 20 IIlustrations. New 
York: Montague Hospital for Intestinal Ail- 
ments. 1932. 

This little monograph is devoted to dissemina- 
tion of knowledge regarding the most recently 
introduced laxative agent, psyllium seed, which, 
however, has been known for a long time as a 
medicinal plant (plantage psyllium.) 

The greater part of the information here 
collected refers to the occurrence, distribution 
and commercial aspects of the psyllium seed 
trade. Therapeutically, the author has used 
psyllium seeds in many cases of constipation in 
his practice when there was no contraindication 
and has come to regard it as a close approach 
to the “ideal laxative.” 

The essay should be of interest to general 
practitioners and pharmacists. 





Practical Medicine Series 

PracticAL MeEpicine Series. Comprising 
Eight Volumes on the Year’s Progress in Medi. 
cine and Surgery. 

DERMATOLOGY AND SYPHILIS. Edited by Fred 
Wise, M.D., Professor of Dermatology and 
Syphilology, New York Post-Graduate Medical 
School and Hospital of Columbia University and 
Marion B. Sulzberger, M.D., Associate in Der- 
matology and Syphilology, New York- Post- 
Graduate Medical School and Hospital of Co- 
lumbia University. Urotocy. Edited By John 
H. Cunningham, M.D., Associate in Centto- 
Urinary Surgery, Harvard University Post- 
Graduate School of Medicine. Series 1931. 


Chicago: The Year Book Publishers, Inc, 1932. 
Price $2.25. 


GENERAL THERAPEUTICS. By Bernard Fan- 
M.D., Professor of Therapeutics, 
of Medicine; 


tus, MS., 


University of Illinois 


College 
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Member, Revision Committee United States 
Pharmacopeia and of National Formulary Re- 
vision Committee, and Louis B. Kartoon, B.S., 
M.D., Instructor of Medicine, University of 
Illinois College of Medicine. Series 1931. 
Chicago: The Year Book Publishers, Inc. 1932. 
Price $2.25. 


Osstetrics. Edited By Joseph B. DeLee, 
A.M., M.D., Professor of Obstetrics, University 
of Chicago Medical School; etc. GyNECOLOGY. 
Edited By J. P. Greenhill, BS. MD., 
F.A.C.S., Attending Gynecologist, Cook County 
Hospital; etc. Series 1931. Chicago: The Year 
Book Publishers, Inc. 1932. Price $2.50. 

Four of the eight volumes comprised in this 
series were reviewed in the April issue of 
CirinicaL MEDICINE AND SURGERY. 


New editors have been appointed for the 
section on dermatology and syphilis and in this, 
as well as the section on urology, the more 
numerous editorial comments on the abstracted 
literature are a desirable improvement. 


The volume on general therapeutics gives a 
good summary of all important matters brought 
forward during the year on this subject. 

The section on obstetrics contains much re- 
garding the new pregnancy tests and the female 
sex hormone, and a more extensive recognition 
of midwives is foreshadowed. Editorial criticism 
of the abstracts in both obstetrics and gyneco- 
logy are plentiful and helpful. 


These yearbooks are specially intended for 
general practitioners who desire to keep reason- 
ably abreast of general and special medical 
literature, with the least practicable expenditure 
of time, and serve that purpose well. 


Fifield: American Physicians and 
Surgeons 


AMERICAN PHySICIANS AND Surceons. A 
Biographical Directory of Practicing Members 
of the Medical Profession in the United States 
and Canada,, Including Supplements in which 
are Listed and Classified the Leading Hospitals, 
Sanitariums and Health Resorts of Both Coun- 
tries. Prepared By James Clark Fifield, Editor of 
The American Bar. Minneapolis: The Midwest 
Company. 1931. Price $30.00. 


This is a biographic directory that aims to 
indicate the standing and qualifications of those 
members of the medical professions listed in it. 
It is admittedly a selected list, but is not clear 
what the qualifications of the lay editor are that 
fit him to judge of “the requirements of train: 
ing, skill, experience and high professional 
reputation” of medical men, and exclude such 
as he deems unworthy of the honor of being 
included in this directory, some of the omissions 
of men of national reputation appearing de- 
cidedly peculiar. Neither is any information 
given as to the personnel or standing of those 
who have assisted him. 

The information is arranged according to 
states, and alphabetically by cities and towns 
in each state. There is a biographic sketch, of 
the type of those in “Who's Who in America,” 
of each physician selected, and also a name 
list, classified under various specialties. 

As an example of the way the material is 
handled, t#ere are 2480 physicians in Mary- 
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land, listed in the “A.M.A. Directory”; of 
these, only 192 are included in this volume. 
In this state, only 9 men are listed as general 
practitioners; while 34 are classified as surgeons 
and 5 more as abdominal surgeons. 


As another example, Drs. Joseph Colt Blood- 
good, of Baltimore, and Francis Carter Wood, 
of New York, are among the leading authorities 
on cancer in the United States. Dr. Bloodgood 
is classified as a specialist in surgery and noth- 
ing is said about his work in connection with 
cancer; while Dr. Wood's listing is as a con: 
sultant in roentgenology and pathology, though 
his activities in cancer research are casually 
mentioned, 


The publishers hope that this work may 
prove a valuable source of information, to the 
layman in particular. If the enumeration of 
degrees and hospital affiliations is a better 
means of selecting one’s physician than is clini- 
cal reputation, such a hope should be realized. 
but the advisability of encouraging laymen to 
select specialists is open to serious doubt. 


As a biographic directory it should be otf 
some value to a hospital superintendent or pro- 
fessional man not having any other means of 
obtaining such information, but its incomplete- 
ness diminishes its usefulness in this particular. 
It will, of course, be especially helpful to the 
favored few whose names appear, and may 
occasionally prove useful to a physician who 
wishes to refer a patient to a specialist in a 
distant city, where he has no personal acquain- 
tance. 


Lists of hospitals and selected health resorts 
are added as appendices to the volume. 


No doubt the expense of collecting this in- 
formation was great; still, the cost of the book, 
$30.00, seems rather high and will, one is 
inclined to hope, keep it out of the hands of 
many laymen who, without any reason, feel 
competent to diagnose their own cases and 
select specialists to treat them. 


Cannon: Wisdom of the Body 


THe WisDoM OF THE Bopy. By Walter B. 
Cannon, M.D., Sc.D., LL.D., George Higginson 


Professor of Physiology, Harvard Medical 
School. New York: W. W. Norton & Company, 
Inc. 1932. Price $3.50. 


Professor Cannon's reputation as a physiologist 
and biochemist and his well known work on di- 
gestion and the part played in it and other 
functional activities by psychic factors should 
ensure a wide popularity for the present nook 
among the intelligent laity, for which it is 
apparently intended. 

The main thesis of the work is to show the 
regulatory action of the autonomous nervous 
system in keeping the various physiologic com- 
ponents in what might be called optimal func- 
tional equilibrium, or what the author terms 
homeostasis. The factoral agencies which inter- 
vene to check every organic phenomenon—say, 
for instance, the body temperature, when it is 
above or to raise it when it is below the normal 
figure—are explained. 

The chapters on the defensive powers of the 
body against all injurious external or internal 
agents will be of most interest to physicians. 
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The book is written in simple non-technical 
language and provides a wealth of absorbing 
information, in a way that can readily be under- 
stood, for all those who wish to understand 
life and its mysterious processes. While any 
physician may refresh his knowledge of phy- 
siologic and other phenomena from its perusal 
and learn a number of new and interesting 
facts which will add to his store of knowledge, 
the book is essentially a popular one for the 
lay public and may be confidently recommended. 


There are 17 chapters each dealing with a 
principal physiologic, bio-functional organic 
phenomenon. The final chapter—an epilogue— 
is an interesting paralleling of biologic and social 
homeostasis, in which the author shows that 
the activities of humanity in the mass are 
governed by regulatory mechanisms similar to 
those in the individual. 


Abel: Esophageal Obstruction 


EsOPHAGEAL ObsstRuUCTION; Its Pathology, 
Diagnosis and Treatment, Based on the Jack- 
sonian Prize Essay of the Royal College, of 
Surgeons of England for 1924 (Published by 
Permission of the Council) and Including a 
Hunterian Lecture Delivered at the Royal 
College of Surgeons in 1926. By A. Lawrence 
Abel, M.S. (Lond.), F.R.C.S. (Eng.), Assis- 
tant Surgeon to the Cancer Hospital, London; 
Surgeon to the Kensington General Hospital; 
etc. New York and London: Oxford University 
Press, Humphrey Milford, 1929. Price $9.00. 


This monograph is, in substance, the essay 
to which the Jacksonian Prize was awarded by 
the Royal College of Surgeons of England in 
1925, revised to bring it up to date. 


The 17 chapters deal very thoroughly with 
the anatomy and physiology of the esophagus, 
with its malformations and with such common 
pathologic conditions as stricture, diverticulum 
and cancer. The chapters dealing with diverti- 
cula are especially well handled and contain 
much material not to be found in surgical text- 
books, which practitioners, and especially sur- 
geons, will find of great interest. There are 
good bibliographies, an ample index and the 
volume is excellently printed and bound and 
has many well-executed and helpful illustrations, 
including two fine plates, in colors, of normal 
and pathologic esophagoscopic appearances. 


Muir and Ritchie: Manual of 
Bacteriology 


MANUAL OF BacTErRIOLOGy. By Robert Muir, 
M.A., M.D:. Sc.D., LL.D., F.R.S., Professor 
of Pathology, University of Glasgow and the 
Late James Ritchie, M.A., M.D., F.R.C.P. 
(Ed.), Late Irvine Professor of Bacteriology, 
University of Edinburgh; etc. Revised By Carl 
H. Browning, M.D., D.P.H:, F.R.S., Gardiner 
Professor of Bacteriology, University of Glasgow 
and Thomas J. Makie, M.D., D.P.H., Irvine 
Professor of Bacteriology, University of Edin- 
burgh. Ninth Edition. With 212 Illustrations in 
the Text and 6 Coloured Plates. London and 
New York: Humphrey Milford, Oxford Uni- 
versity Press. 1932. Price $4.75. 

The ninth edition of Muir and Ritchie's 
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Manual of Bacteriology has been thoroughly 
revised, considerable alterations having been 
made, especially in the chapters on immunity 
and serology. The bulk of the book is devoted 
to the pathogenic bacteria and the diseases for 
which they are specific. This is one of the 
standard texts on this subject. 


———=—- — 


Alexander: Psychoanalysis 


THe MepicaL VALUE OF PsYCHOANALYSIS. 
By Franz Alexander, M.D. New York: W. W. 
Norton & Company, Inc. 1932. Price $2.75. 

Psychoanalysis is a highly specialized and 
extremely time-consuming technic for the inves- 
tigation of the psychic status of an individual 
who is more or less out of adjustment to his 
environment, and appears to be quite out of 
the range of the general practitioner as a 
practical method to use in treating his patients, 
to say nothing of the fact that Freud's doctrines 
and conclusions are not now at all completely 
accepted by any except his ardent disciples. 

It is difficult to see how this book can be of 
particular service to any except those who are 
already Freudian psychoanalysts. It is too tech- 
nical to give a layman anything except more 
or less hazy misconceptions as to what it is all 
about, and does not give an ordinary physician 
enough details of technic to enable him to 
make any practical use of the material presented. 

The practicing psychoanalyst, who desires a 
reasonably simple statement of the philosophy 
of the Freudian methods, may find here just 
what he is looking for, but the value of this 
work to others is somewhat problematical. 


Schmidt: Conquest of Old Age 


THE Conquest OF OLtp Ace; Methods to 
Effect Rejuvenation and to Increase Functional 
Activity. By Peter Schmidt, M.D., Translated by 
Eden &@ Cedar Paul. New York: E. P. Dutton 
& Company. 1931. Price $5.00. 

The author writes on methods to effect re- 
juvenation and to increase functional activity, 
but his special object seems manifestly to point 
to the superiority of the Steinach operation for 
the reactivation of the native foci of hormone 
production, in this regard. This operation the 
author has practised widely for many years and 
a large number of his case histories are given 
here as proofs of its efficacy and constitute a 
fair-sized section of his book. The first section 
deals with general considerations regarding re- 
juvenation and the physiologic and endocrino- 
logic factors concerned with its possibility by 
reactivation of the socalled puberty gland. 
Sections four and five deal with results in various 
bodily regions and systemic functions and with 
the outlook for this operative method in future 
medicine. 

It would be outside the scope of a review 
to discuss, either derogatorily or eulogistically, 
the merits of the operation of vasoligature as a 
method of restoring dwindling physical and 
psychic capacity in the male, or of roentgen-ray 
or diathermic treatment of the ovaries for simi- 
lar purposes in the female. These procedures 
have been known to the profession for a con- 
siderable time; the author is naturally enthus- 
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iastic about the procedure which he favors and 
which he claims has given him excellent results. 
If these results are accepted as generally obtain- 
able, they should also have followed the execu- 
tion of the operation (which is a very simple 
one) in the hands of other operators. Whether 
they have or not is a matter of experience ot 
those who have followed the effects of the 
operation. 


Outside the case reports and the deductions 
from them, the author puts forward nothing 
essentially new in regard to the subject. But the 
biologic aspects are well summarized and the 
history of therapeutic attempts to neutralize the 
effects of senility concisely told. 

It is evident that this book is mainly intended 
by the author for lay readers; in fact, in his 
preface, he attempts to meet the possible 
criticism that might arise from his professional 
brethren on this account. The wisdom of a 
physician going direct tc the lay public with 
case histories and a discussion of medical and 
surgical technicalities, of which, in the nature 
of things, laymen cannot possibly be competent 
judges, is open to doubt. If a medical or sur- 
gical method is judged of value by those com- 
petent to form such a judgment (the profes- 
sion), the natural course is for it to filter, as 
consultant's advice, from the professional to the 
layman. If a modern Samuel Butler were to 
write a modern Hudibras he might conceivably 
find food for sarcasm in doctors who write 
“scientifically” for the public, calling attention 
to particular wares. It is only a modern refine- 
ment of the old platform and drum method. 
Mores mutantur! 


Roerich: Realm of Light 


REALM OF LicHT. By Nicholas Roerich. New 
York: Roench Museum Press. 1931. Price 
$3.00. 

Among the truly great men of this genera- 
tion, Nicholas Roerich holds a high place. 
Artist, philosopher, scientist and poet, over all 
and through all he is the apostle of beauty and 
culture. 

This volume, the proceeds from which he is 
giving to the biochemical laboratory and the 
cancer research department of the Himalayan 
Research Institute of the Roerich Museum, is 
a beautifully bound and beautifully made col- 
lection of his short essays and _ occasional 
addresses, on a wide variety of subjects and 
occasions, but through them all runs his yearn- 
ing plea for the universal dissemination of 
knowledge, of culture and of beauty in the 
commonest things of life; and over them all 
plays the light of his profound scholarship and 
his all-embracing philosophy. 

It is not a book to be read straight through, 
as one would read a story, but to be kept at 
hand, to be dipped into whenever one has a 
few minutes to spare (for there is food for 
hours of thought on every page); and he who 
will use it thus cannot fail, before the end of 
a year, to be a stronger, sweeter happier and 
more cultured human being. 
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Waller-Kaatz: German-English 
Medical Dictionary 


ENGLIsH- GERMAN and GERMAN - ENGLISH 
MepicaL Dictionary. By Joseph R. Waller, 
M.D., and Moritz Kaatz, M.D. II. Part: Ger- 
man-English. Leipzig and Vienna: Franz Deu- 
ticke. 1932. Price M 7.—. 

This handy abridged German-English diction- 
ary should be serviceable for medical readers 
who have some general knowledge of German 
but not sufficient to enable them to plough 
through a medical article written in that lan- 
guage. It contains only words special to medi- 
cine. 


Neue Deutsche Klinik 


Neve Deutscue Kuinix; Handwéorterbuch 
der praktischen Medizin mit besonderer Beriick- 
sichtigung der inneren Medizin, der Kinder- 
heilkunde und ihrer Grenzgebiete. Herausgege- 
ben von Prof. Dr. George Klemperer und Prof. 
Dr. Felix Klemperer, Berlin. Achter Band. 
Neuralgie—Phlegmone. Mit 173 Bildlichen Dar- 
stellungen im Text und auf 8 farbigen Tafeln. 
Berlin und Wien: Urban & Schwarzenberg. 
1931. Price geh. RM 33.—, geb. RM 40.- 

The eighth volume of this compendium of 
practical medicine. arranged in alphabetical 
form, includes subjects from neuralgia to phleg- 
mon. The various sections are written by Ger- 
man specialists and the whole work is edited 
by Drs. G. Klemperer and F. Klemperer. 

The treatment, as might be expected. is very 
thorough and the extensive bibliographies show 
that the literature, at least the German litera- 
ture—since the great majority of the references 
are to German publications—has been ran- 
sacked. In treatment, emphasis is placed es- 
pecially on non-surgical measures. 

Those who read German will find in these 
volumes fairly comprehensive summaries of the 
present status of each disease complex. The 
books are well printed and substantially and 
beautifully bound. 


Fischer: Physicians’ Biographies 


BioGRAPHISCHES LEXIKON der hervorragenden 
Arzte der letzten fiinfzig Jahre. Herausgeben 
und bearbeitet von I. Fischer, Privatdozent an 
der Universitdt Wien. Zugleich Fortsetzung des 


Biographischen Lexikons der hervorragenden 
Arzte aller Zeiten und Volker, Lieferung 1, 1; 
2. Halfte. Aaser—Bracht. Mit 16 Bildnissen auf 
4 Tafeln. Berlin und Wien: Urban & Schwar- 
zenberg. 1932. Price RM 77.50. 

This biographic lexicon, issued in parts, gives 
short sketches of the distinguished physicians 
of the past 50 years, of all nationalities, living 
or dead. It continues the similar work of Gurlt 
and Wernich, which gave short biographies of 
the distinguished physicians of all times and is 
a standard international work. Lieferung 1 (in 
2 parts) includes names from A (Aaser) to 


Bracht. 
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Coffey and Humber 


This picture shows the two physicians, 
Dr. Walter Bernard Coffey (right) and 
Dr. John Davis Humber, of San Francisco, 
whose names have become nationally 
known in connection with their patented 
extract of suprarenal cortex for the cure 
of cancer. 


New Points on Typhus Fever 


Researches recently reported by the U. 
S. Public Health Service have shown that 
fleas, as well as body lice, are able to 
transmit the endemic form of typhus fever. 

A disease, closely resembling “Rocky 
Mountain spotted fever” in all essential 
particulars, has been found to exist in rural 
communities in Delaware, Pennsylvania, 
Maryland, Virginia, North Carolina and 
the District of Columbia. 





Midwives, Chiropodists and 
Optometrists 


An abstract of Publication No. 15 of 
the Committee on the Costs of Medical 
Care shows that there are about 47,000 
midwives, 5,000 chiropodists and 20,000 
optometrists in practice in the United 
States. Certain objections exist to the in- 
dependent practice of these individuals, on 
the ground that their training is limited 
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and that the human body is an indivisible 
organism and should be cared for by those 
who understand it as a whole. 
Nevertheless, the abstractor states, the 
services performed by these practitioners 
are needed, and doctors of medicine or 
other medical agents have thus far been 
unwilling or unable to furnish these ser- 
vices at equivalent fees. These groups 
therefore play a necessary and legitimate 
part in medical care. 
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Mining Sulphur 


Sulphur has been used in medicine from 
time immemorial and is gaining more 
prominence in therapeutics of late, espe- 
cially in connection with the production 
of remedial fever. 

This element is scattered widely over 
the world, but some of the most important 
mines are in Sicily, where it occurs com- 
bined with limestone, from which it must 
be separated by firing. This has, hereto- 
fore, been done in a primitive and waste- 
ful manner, but’kilns are now being built, 
which will do a better job. 

The picture shows a Sicilian sulphur 
mine, with workers and lumps of crude 
sulphur in the foreground and a kiln in 
the background. 
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British Scientists Honored 


Two eminent British scientists, Lord 
Dawson of Penn, personal physician to 
King George, and Sir Henry Wellcome’, 
received the unusual honor of being elected 
honorary fellows of the Royal College of 
Surgeons. Sir Henry is the second person 
not holding a medical degree upon whom 
this distinction has ever been conferred. 

The picture shows Lord Dawson with 
his wife and daughter. 


Prevalence of Venereal Disease 


During the fiscal year recently ended, 
the state health officers of 43 states re- 
ported to the Public Health Service 
slightly more than 250,000 cases of syph- 
ilis and more than 150,000 cases of gonor- 
rhea. These diseAses, as a class, continued 
to be more prevalent than any other single 
communicable disease except measles. 
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Child Marriages in New York 


Thirty-three (33) girls only 14 years of 
age and 197 others of 15 years were mar- 
ried in New York State in 1930, accord- 
ing to a report recently issued by the New 
York State Department of Health. The 
youngest of the bridegrooms was 16, while 
45 others were under 20. 

It seems to be commonly believed that 
most child marriages occur among the 
foreign population, but two-thirds of these 
girls were native-born of native parentage. 


*See CLIN. Mep. AND Surc., March, 1932, page 
2. 
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Endocrine Information 


Scarcely a month goes by that some ad- 
ditions are not made to our knowledge of 
the functions of the endocrine organs. 

Those who wish to keep in touch with 
these new developments without cost will 
do well to write to the Harrower Labora- 
tory, Glendale, Calif., for some or all of 
the following endocrine brochures: No. 1, 
The Regulation of the Menstrual Endo- 
crine Control; No. 2, The Essentially En- 
docrine Types of Obesity in Women; No. 
3, Endocrine Problems in Pediatric Prac- 
tice; No. 4, Some Notes on the Four Forms 
of High Blood Pressure; No. 5, (in prep- 
aration), The Male Climacteric and Re- 
lated Conditions. 


Mother’s Milk Bureau 


Many babies whose mothers cannot feed 
them need breast milk; and many of these 
mothers cannot afford the services of a 
wet-nurse, even where such are available. 


This problem is being solved, in a num- 
ber of cities, by the Mother’s Milk Bureau, 
where mothers who have more milk than 
their babies need can come and receive pay 
(if they need or desire it) for the excess, 
which is handled under aseptic precautions, 
and furnished to the little ones who need 
it so urgently, either for what their parents 
can pay or for nothing. 

At the Bureau of the Women’s and 
Children’s Hospital, in Chicago, from Aug., 
1930, to Feb., 1932 .(18 months), 70 
mothers have supplied 41,250 ounces of 
breast milk, which has been distributed to 
142 babies, only five of whom have died. 

The mothers receive ten cents an ounce 
for their milk, plus carfare to the Bureau, 
and it is sold for any price the parents 
can pay, up to thirty cents an ounce. No 
baby is refused for lack of money. 


CLINICAL MEDICINE AND SURGERY is 
doing a wonderful piece of work. I re- 
gard every number as a_ postgraduate 
course in medicine. —B. W. A., M.D., 
Columbus, O. 
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To assist doctors in obtaining current 
literature published by manufacturers of 
nomen, pharmaceuticals, physicians’ sup- 
plies, foods, etc., CLINICAL MEDICINE AND 
SurGerY, North Chicago, IIl., will gladly 
forward requests for such catalogues, book- 
lets, reprints, etc., as are listed from month 
to month in this department. Some of the 
material now available i in printed form is 
shown below, each piece being given a key 
number. For convenience in ordering, our 
readers may use these numbers and simply 
send requests to this magazine. Our aim is 


Literature 
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to recommend only current literature which 
meets the standards of this paper as to re- 
liability and adaptability for physician’s use. 

Both the literature listed below and the 
service are free. In addition to this, we 
will gladly furnish such other information 
as you may desire regarding additional 
eh or medicinal supplies. Make use 
of this department. 

When requesting literature, please specify 
whether you are a doctor of medicine, den- 
tistry, medical student, or registered phar- 
macist, or a nurse. 
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Campho-Phenique in Major and 
Minor Surgery. Campho-Phenique 
Company. 


Everything for the Sick. Lindsay 
Laboratories. 


“Facts Worth Knowing.” Intra- 
venous Products Co. of America, 
Ine. 


Prophylaxis. August E. Drucker 
Co. 


Arthritis. Its Classification and 
Treatment. Battle & Co. 


Science Applied to Tobacco. Health 
Cigar Company, Inc. 


The Incidence of Eczema in Skin 
Diseases in about 20 percent. Bil- 
huber-Knoll Corp. 


Bedtime Nourishment. 
Food Co. 


Mellin’s 


Balance, the Importance of the 
Acid-Base Equilibrium of the Body. 
The BiSoDol Company. 


Urinary Tests and Color Charts for 
Practical Use in Office Diagnosis. 
Od Peacock Sultan Co. 


Detoxification in the Treatment of 
Intestinal Infections. The Wm. §S. 
Merrell Company. 


Z-586 HVC (Hayden’s Viburnum Com- 


pens. New York Pharmaceutical 
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